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Collective Review 


THE COMPLETE PROLAPSE OR PROCIDENTIA 
OF THE RECTUM, AN UNSOLVED SURGICAL PROBLEM 


HERMAN SHANN, M.D., F.A.C.S., Brooklyn, New York 


It is of use, from time to time, to take stock, so to 
speak, of our knowledge of a particular disease, to see 
exactly where we stand in regard to it, to inquire to 
what conclusions the accumulated facts seem to point, 
and to ascertain in what direction we may look for 
fruitful investigations in the future. 

— Osler, Gulstonian Lecture, 1885. 

PROLAPSE OF THE RECTUM, as Hayden has com- 
mented, presents a problem in surgical treatment 
which has never been satisfactorily solved. The 
percentage of recurrence of the various opera- 
tions, when they are used singly, is very high, 
although it is less so when several operations are 
performed. 

Many operations have been devised, but, to 
quote Orr, “The multiplicity of operations 
which have been described for the treatment of 
complete prolapse of the rectum is evidence that 
an operation has not yet been designed which 
can be considered entirely satisfactory.” 

As far back as 1949, Dickson Wright reported 
that no less than 51 different operations had 
been described in the literature, and quite a few 
more have been added since. Within recent 
months, two articles, by two different authors 
(6, 24), each presenting a “new” concept of the 
pathology of rectal prolapse and its surgical 
treatment, appeared in one issue of a special 
surgical journal. 


It is not the author’s purpose in this communi- 
cation to inflict another operation on the reading 
public. Far from it. This task has been under- 
taken with a different purpose in mind; namely, 
to make a thorough study of the literature and to 
determine, if possible, the cause or causes of the 
failure of the numerous operative procedures 
proposed and practiced. An effort will also be 
made to evaluate those procedures which have 
proved to be at least partially successful in this 
condition of the rectum. 

In going over article after article on the sub- 
ject of rectal prolapse, one is impressed by the 
fact that in not a single instance has the normal 
anatomy of the rectum been described or dis- 
cussed, especially with relation to the surgical 
anatomy. It is hardly necessary to point out that 
if any pathologic condition is to be treated sur- 
gically, a thorough knowledge of the normal 
anatomy of the part involved is absolutely in- 
dispensable. It is quite possible that some of the 
operative procedures described in the literature 
would not even have been attempted, or cer- 
tainly would not have been adopted by others, if 
the normal anatomy of the rectum and its re- 
lationship to adjacent structures had been given 
serious thought. A brief review of the essential 
elements of the surgical anatomy of the rectum, 
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therefore, seems to be in order, and will be 
undertaken first. 

Another impression gained in studying the 
literature is that a certain theory of the patho- 
genesis of rectal prolapse has dominated the sur- 
gical field entirely too long, and has actually 
proved a deterrent to the development of more 
sound surgical principles. 


THE SURGICAL ANATOMY OF THE RECTUM AND ITS 
RELATIONSHIP TO ADJACENT STRUCTURES 


The lower part of the large bowel consists of 
three segments: the sigmoid colon, the rectosig- 
moid, and the rectum. 

The rectum is, of course, the most important 
part as far as the subject under discussion is con- 
cerned. The rectosigmoid is also of considerable 
importance since it forms the inner tube in com- 
plete prolapse of the rectum. The sigmoid colon 
is of relatively less importance as far as the actual 
prolapse of the rectum is concerned; however, it 
must receive consideration, since some investi- 
gators regard a long sigmoid as a causative factor 
in the development of rectal prolapse. Suspen- 
sion of the sigmoid colon is also a part of many 
operative attempts to cure prolapse of the rectum, 

The peritoneum. The peritoneal (serous coat) 
covering of the several segments of the lower 
large bowel is quite distinct and characteristic 
for each of the parts, and this is of great impor- 
tance from the surgical point of view. The out- 
standing characteristic of the sigmoid colon is 
that it is completely surrounded with perito- 
neum, and has a long mesentery. The rectosig- 
moid is completely surrounded with peritoneum, 
but has no mesentery. The rectum is only par- 
tially covered with peritoneum and, of course, 
has no mesentery. 

The rectum. It is well known that the rectum, 
in spite of its name, is not a uniform straight 
tube, but consists of several curved segments. 
Each segment, due to its location, its course, and 
relationship to other structures, is of considerable 
surgical interest. 

The rectum starts about the level of the third 
sacral vertebra, and pursues a downward and 
somewhat curved course, following the curve of 
the hollow of the sacrum until it reaches the 
coccyx. The posterior surface of this part, not 
covered with peritoneum, is in direct contact 
with the sacrum. 

After leaving the coccyx, the rectum pursues 
a horizontal course, extending across the pelvis, 


and its posterior surface is in contact with the 
pelvic floor, that is, the levator ani muscle and 
its fascia. 

In the female, the distal part of the horizontal 
rectum comes in contact with the vagina, and the 
anterior rectal wall becomes fused with the 
posterior wall of the vagina, to form the recto- 
vaginal septum. It is of interest to interpolate at 
this point that Lloyd-Davies found no recto- 
vaginal septum in cases of prolapse of the rectum 
in females. The significance of his observation 
will be considered later. 

In the male, this part of the rectum is in 
relation with the prostate. 

At the lower end of the rectovaginal septum, 
the rectum becomes separated from the vagina, 
makes a sharp bend backward and downward, 
and, in doing so, the anterior rectal wall becomes 
the posterior wall and fits snugly against the 
pelvic floor. The rectum then passes through a 
gap in the levator muscle and becomes the anus. 

The anus, or rather the anal canal, is actually 
a continuation of the rectum, but differs in its 
relationship to other structures since it is not a 
pelvic organ, but is placed under the levator 
muscle and is, therefore, under the pelvic floor. 
This is very important. It has no muscular sup- 
port except for a thin perineal fascia, is prac- 
tically a subcutaneous structure, and is, there- 
fore, vulnerable in the sense that it is easily dis- 
placed from its normal location. 

Since the rectum is covered with peritoneum 
on its anterior surface only, it is a retroperitoneal 
organ. In that respect, it strongly resembles the 
duodenum, which is always described as a retro- 
peritoneal organ. The rectum, like the duode- 
num, is devoid of a mesentery and it is, therefore, 
unthinkable to speak of a mesentery of the rec- 
tum or the mesorectum. 

As the distal end of the horizontal part of the 
rectum becomes fused with the posterior vaginal 
wall, it is entirely deprived of its peritoneal coat; 
and this is true also for the succeeding part of the 
rectum and, of course, of the anus. It follows, 
therefore, that these several parts have no re- 
lationship with the peritoneum whatsoever. It is 
important to bear this in mind. 


THE PATHOGENESIS OF PROLAPSE OF THE RECTUM 


There are two divergent views as to how a pro- 
lapse of the rectum develops: one, the rather 
abstruse theory propounded by Moschcovitz; 
and the other, a simple and direct concept as 
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expressed by such authors as Miles and Bacon. 

The Moschcovitz theory. The Moschcovitz the- 
ory has dominated the surgery of prolapse of the 
rectum for many decades, and although an occa- 
sional author may regard it with a certain 
amount of skepticism, it is still strongly en- 
trenched, to the extent that it is frequently 
referred to as being “generally accepted.” The 
essential parts of Moschcovitz’s original paper 
are quoted verbatim in order that the reader can 
judge for himself the validity or merits of this 
theory. 

It was in 1912 that Alexis V. Moschcovitz, a 
well known New York surgeon, read a paper on 
the pathogenesis of prolapse of the rectum before 
the Medical Society of the State of New York. 
He presented his idea as to how a prolapse of the 
rectum gradually developed and described an 
operation, based upon his theory, which he had 
conceived and practiced. The operation has 
since been referred to as the Moschcovitz 


~ operation. 


In his paper, after a few preliminary remarks, 
he states: 

“T am in the fortunate position of having, by a 
peculiar circumstance, come across 2 cases of 
prolapse of the rectum. 


During my interneship, at the N. Y. German Hos- 
pital in 1893, by the courtesy of Dr. Willy Meyer, I 
removed the coccyx in a case of supposed coccygo- 
dynia. The wound healed by primary union. Prompt- 
ly upon his discharge from the hospital, the patient 
noticed a bulging in the scar. The bulging increased, 
and when I next saw him, he had in the coccygeal 
region a perfect hernia, with all its characteristics. He 
never consented to its radical cure. The more I think 
of this case, the more I conclude, that the symptoms 
complained of by this patient were due, not to a 
coccygodynia, but to an incipient prolapse of the 
rectum. 


“For my second case, I am greatly indebted 
to Dr. Charles H. Peck, who successfully oper- 
ated upon it, by the method to be later de- 
scribed. 


Mrs. M. W., 44 years of age, was admitted to the 
Roosevelt Hospital on November 7, 1911, suffering 
from a hernia in the median line posteriorly, just 
below the sacrum, in the cicatrix of an operation per- 
formed 14 months previously at another hospital, for 
excision of the coccyx. 

_ +++ The small intestine, pushing the rectum before 
it, formed the contents of the hernia. The hernial 
aperture easily admitted three fingers. The sac was 
evidently continuous with the cul-de-sac of Douglas, 
and the procedure of obliteration of the cul-de-sac of 
Douglas, recommended by Dr. Moschcovitz, was de- 


cided upon as the first step in the attempt to cure the 
hernia. 

The operation was performed on November 8, 
1911. Through a median laparotomy wound, the 
cul-de-sac, which was unusually deep and the bottom 
of which formed the hernial sac, was obliterated by 
successive tiers of-catgut suture as high as the middle 
of the body of the uterus. 

No attempt was made to close the ring at this 
time. On November 21, the hernial ring was closed by 
a second operation. 

Before this was done, the patient was allowed to 
stand up, and it was found that the protrusion of the 
hernia had entirely disappeared, though the aperture 
was still open, i.e., the small intestines no longer 
descended low in the pelvis and forced the rectum 
through the aperture. Closure of the aperture was 
effected with difficulty, and not very satisfactorily; but 
on discharge from the hospital on December six- 
teenth, the hernia seemed completely cured. 

The obliteration of the cul-de-sac, and thus of the 
hernial sac, seemed to me the keynote of the success 
of the operation.” 

Moschcovitz continues, “I look upon both of 
these cases as prolapses of the rectum; but the 
coccyx, having been extirpated, was not present 
to withstand the progressive growth of the pro- 
lapse. In the absence of the coccyx, the posterior 
wall of the rectum also gave way, and appeared 
as a bulging in the scar. 

*‘... Thus far . . . only the anterior wall of the 
rectum is involved. The lowermost part of the 
rectum being firmly fixed, the prolapse cannot 
increase at its expense; therefore, in the subse- 
quent growth, it can enlarge only by drawing-in 
first, the two lateral, and finally also the pos- 
terior walls, until the further drawing-in of the 
bowel is prevented by the firm fixation of the 
organ. [Moschcovitz didn’t realize that he was 
describing an intussusception.] 

‘When my studies led me to the conclusion 
that prolapse of the rectum was in every essential 
a hernia, I set out to devise an operation in 
which the principles of an operation for the cure 
of a hernia could be carried out. [It will be ob- 
served that at this stage he considered that pro- 
lapse of the rectum is in every essential a 
hernia.] 

“In my earlier studies, with this end in view, 
I conceived an operation which could be per- 
formed from below. I therefore performed the 
following operation in one case. 

Abraham R.., 50 years of age, was admitted . . . with 
a prolapse of the rectum, 4 inches in length, and of 12 
years’ duration. He was operated upon April 21st, by 
the following method: 

An incision was made from about the middle of the 
sacrum to the posterior margin of the anal sphincter. 








The sacrum was now divided transversely (sic), and 
the entire bone flap, including the coccyx and at- 
tached muscles, was reflected downward. My idea 
now was, to loosen up the rectum and retract it to one 
side, in order to reach the peritoneal sac. I was cha- 
grined to find, however, that the ampulla of the rec- 
tum was so large as to completely block the anterior 
structures; furthermore, the resulting hole (sic) was so 
deep that sutures could be passed with the greatest 
difficulty only. To add to the embarrassment, I had 
overlooked the important fact that we were dealing 
with a sort of sliding hernia; in other words, there was 
no isolable and removable sac. However, I finished 
the operation by closing off by sutures that part of the 
cul-de-sac of Douglas which I had opened, and then 
sutured the two levators together and to the rectum. 
The bone flap was replaced and fastened by sutures. 
In the subsequent course the bone flap necrosed, 
necessitating its removal. Patient lived a little over 4 
weeks, and died of an ascending pyelonephritis(?).” 


He then states that he abandoned this pro- 
cedure and returned to his original method, that 
of reaching the malady by the abdominal route. 
He describes his operation, with obliteration of 
the cul-de-sac by a series of circular sutures. The 
procedure is so well known that it need not be 
repeated. Of interest, however, is his closing re- 
mark that no fixation of the intestine, viz., sig- 
moid flexure, was undertaken, since it was super- 
fluous. 

Gabriel (10) in his textbook on diseases of the 
rectum and colon states that the view of Mosch- 
covitz that complete prolapse of the rectum is 
really a type of hernia, is now generally accept- 
ed. Because the pelvic fascia yields as the result 
of straining or intra-abdominal pressure, and the 
peritoneum is firmly attached to the anterior 
aspect of the rectum, a sliding hernia takes place 
first in the anterior and then in the posterior 
rectal wall until finally the prolapse appears 
through the anus. 

The last sentence is very confusing. Gabriel 
states that the prolapse appears through the 
anus, but in that case it is an intussusception, 
since in prolapse of the rectum, the mucosa of 
the anus and, therefore, the anus, is continuous 
with the skin, and the anus is at the base of the 
prolapse. The apex of the prolapse is the junc- 
tion of the rectal wall on the outside and the 
rectosigmoid on the inside. 

The theory of Miles and Bacon. The Miles ver- 
sion of the gradual evolution of a complete pro- 
lapse of the rectum contrasts with the Mosch- 
covitz idea. Miles believes that the process starts 
below, not above. According to him, the eversion 
begins at the anal margin, and the extrusion 
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may be either partial, when only a portion of the 
rectal wall has been extruded, or complete, 
when the entire length of the rectum has been 
everted. When the whole rectum has been 
extruded, the protruded mass consists of a double 
tube, one within the other. The outer tube 
consists of the rectum, the mucosa being con- 
tinuous with the skin at the anal margin, as 
the base, and the mucosa of the pelvic colon at 
the apex of the protrusion. The inner tube con- 
sists of an equal length of pelvic colon, which has 
been extruded. Between the two tubes is a pro- 
longation of the pelvic peritoneum which forms 
the pouch anteriorly and at the sides, but not 
posteriorly. 

Bacon expresses practically the same idea in 
his definition of rectal prolapse. He states that 
prolapse denotes the abnormal descent of an or- 
gan. In the anorectum the descent involves the 
mucous membrane of the rectum. Procidentia 
is an extension of the prolapse, signifying the ab- 
normal descent of all the coats of the rectum 
from their normal positions, sometimes consti- 
tuting the complete eversion of the organ. 

No reference is made by either Miles or Bacon 
to any indentation of the anterior rectal wall or 
the formation of a hernial sac. In fact, neither 
one mentions the Moschcovitz theory or his op- 
eration. 

In this connection, it is of great interest to re- 
fer to Graham’s observation in 3 operations for 
rectal prolapse. In each case the prolapse started 
in childhood and progressed to complete devel- 
opment during adulthood. 


THE PATHOLOGY OF PROLAPSE OF THE RECTUM 


The fully developed prolapse of the rectum 
presents a characteristic picture, which is well 
illustrated in every textbook of surgery. The 
prolapse consists of exposed, bare large bowel, 
5 to 6 inches in length, the mucosal surface 
presenting. 

The base of the prolapse is continuous with 
the skin of the anal margin; in other words, the 
base consists of the anus and the apex is formed 
by the junction of the rectal mucosa with the 
mucosa of the rectosigmoid. A double tube of 
bowel is thus formed; the outer wall represents 
the rectum and the inner wall is rectosigmoid, 
as described by Miles. As Bacon states, there is 
a complete eversion of the bowel with the mu- 
cosa on the outside. 

No peritoneum can be seen because the bowel 
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has been turned inside out. But when the ab- 
domen is opened, a deep cleft is noted between 
the rectum and the rectosigmoid that is lined 
with peritoneum. This is the serous coat of the 
anterior surface of the bowel that has been 
dragged down with the part of the bowel to 
which it was firmly attached. The picture corre- 
sponds with the description by Miles that a pro- 
longation of the pelvic peritoneum between the 
tubes forms the pouch anteriorly and at the 
sides but not posteriorly. 

It must be realized that this is the deep cul- 
de-sac constantly referred to in the literature, 
but that it will promptly disappear when the 
bowel is pulled up and back into the abdomen. 
It follows, therefore, that the deep cul-de-sac is 
only incidental to the descent and displacement 
of the two segments of bowel, the rectum and the 
rectosigmoid, and that it is not an actual patho- 
logic condition. 

Certain incidental findings frequently ob- 
served at operations for prolapse of the rectum 
have influenced some investigators to regard 
them as etiologic factors of the prolapse. These 
are: (1) the deep cul-de-sac, which has just re- 
ceived consideration; (2) the long sigmoid colon; 
(3) the wide gap in the pelvic floor; (4) the loose 
incompetent sphincter. 

Now, as to the deep cul-de-sac. It is reasoned 
that it is a hernial sac, but with a little thought 
it must be realized that in every case of hernia 
the sac precedes the bowel, and does not follow 
it. On the other hand, Moschcovitz states that 
in a sliding hernia there is no isolable or remov- 
able sac. In sliding hernias the bowel has not 
been observed to be turned inside out as it is in 
prolapse of the rectum. Moreover, as has already 
been stated, and this can stand repetition, the 
peritoneum that lines this deep cul-de-sac is the 
serous Coat that covers the anterior surface of the 
segments of the bowel and its removal should 
never be attempted. 

The sigmoid colon is always long. A short sig- 
moid is looked upon as an anomaly. A very long 
sigmoid is encountered in volvulus of the sig- 
moid, but is not associated with a prolapse of 
the rectum. Furthermore, the sigmoid, to be- 
come a prolapse, would have to split the trans- 
verse part of the rectum that forms the bottom 
of the cul-de-sac. 

The wide gap in the pelvic floor and the loose 
incompetent sphincter are well covered by the 
question posed by Goligher as to whether this 
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deep cul-de-sac is the cause or the effect of the 
prolapse. He says that it must be realized that 
this may be a terminal event, not the origin of 
it, and that may also be the case so far as the 
weak, atrophic condition of the anal sphincter 
is concerned. - 

Roscoe Graham’s remark that this increased 
bulk of the rectum further separates the levator 
muscles by stretching the pelvic fascia is of in- 
terest. 

The operative finding observed by Lloyd- 
Davies is of great significance. He states that in 
prolapse of the rectum in female patients he 
found a complete absence of rectovaginal sep- 
tum. Now, what has happened to this important 
anatomic structure? Is this a congenital anom- 
aly? But that must be very rare, and would not 
necessarily be the cause of rectal prolapse. This 
question will receive consideration later on. 


THE HISTORICAL DEVELOPMENT OF THE SURGERY 
OF PROLAPSE OF THE RECTUM 


Mikulicz reported in 1888 that he had suc- 


‘xessfully operated on 6 patients with prolapse 


of the rectum. The operation consisted of an 
amputation of the extruded bowel and an im- 
mediate end-to-end anastomosis. A successful 
operation we may assume, in those days, meant 
that the patient recovered from the operation. 
There is no follow-up record. 

Lockhart Mummery. published an article in 
which he described an operation for the cure of 
rectal prolapse. His concept of the pathology of 
this condition was that the rectum became loos- 
ened from the sacrum, and all that it was neces- 
sary to do was to bring about a reattachment 
and a cure would result. 

The operation was a very simple procedure. 
He made a transverse incision through the skin, 
midway between the coccyx and the posterior 
margin of the anus. The incision was deepened 
through the fascia and, by blunt dissection, the 
space between the rectum and sacrum was en- 
tered and the rectum freed from the sacrum. 
The space was then packed with gauze, which 
was changed every few days. 

The idea was to favor the development of 
granulation tissue, which would bring about the 
adhesion of the rectum to the sacrum. 

But the question arises: What need was there 
to separate the rectum from the sacrum by blunt 
dissection when, in the case of a prolapse, the 
rectum is entirely out of the pelvis? 





However, Hughes (15) reported that of 30 
patients operated upon by this method at the 
St. Marks Hospital, London, 29 had recurrences. 

The futility of the Lockhart Mummery oper- 
ation is quite obvious and the operation is only 
of historic interest. 

Swinton and Mathiesen reported an operation 
apparently based on the same principle; that is, 
to bring about a reattachment of the rectum to 
the sacrum. They designated the operation as 
posterior fixation of the rectum and described it 
as follows: The finger is placed in the rectum, up 
into the hollow of the sacrum, and a heavy braided 
suture is passed around the lower end of the 
bowel and snugly tied over the coccyx, thus 
anchoring the rectum into the hollow of the 
sacrum. 

Two patients were treated by this method, 
both elderly, obese women. Recurrence took 
place in both. This operation is also of historic 
interest only. 

Kocher in his Textbook of Operative Surgery 
states that Lenormant was able to collect 101 
cases from the literature in which colopexy had 
been employed. Most of the operations were 
done by continental surgeons, but one American 
surgeon, Dr. Tuttle, is also mentioned. 

In nearly one half of the cases recurrence took 
place within one year. 

Moschcovitz in 1912 presented his concept of 
the pathogenesis of prolapse of the rectum, 
which has already been dealt with at consider- 
able length. But, whatever the merits or de- 
merits of his theory and operation, it must be 
realized that the Moschcovitz contribution gave 
a tremendous impetus to the abdominal ap- 
proach in the treatment of prolapse of the 
rectum. 

The operation, as originally conceived by him, 
has been entirely abandoned except by an occa- 
sional uninformed or ill informed surgeon who 
gets his information on the subject from a text- 
book of surgery in which the operation is still 
described as a method of treatment. The Mosch- 
covitz operation is still being advocated and 
practiced by some authors, however, as an ad- 
juvant to other operative procedures. 

Miles reported in 1932 that he had operated 
on 31 patients with prolapse of the rectum. He 
had apparently performed a more extensive op- 
eration than Mikulicz, because he designated 
his operation as rectosigmoidectomy. He claimed 
good results. But Hughes (16) reports that of 


526 International Abstracts of Surgery - December 1959 


the 150 patients treated at the St. Marks Hos- 
pital, London, 65 of the 108 patients had recur- 
rences. 

The Salvin operation is a most remarkable 
operative procedure and must be recorded for 
that reason alone. In 1935 Salvin published a 
very extensive and erudite article on prolapse 
of the rectum, and he described the following 
abdominal operation upon a female patient, in 
whom a previous perineal operation had proved 
unsuccessful: The uterus was elevated and fixed 
to the anterior abdominal wall. The rectouterine 
peritoneal reflection was incised transversely, 
two lateral longitudinal incisions extending 
through the rectal serosa into the mesorectum. 
The rectum was dissected from the vaginal sep- 
tum and the sacral excavation, and its perineal 
and sacral flexures mobilized. Using Pagen- 
stecher sutures, the rectum was attached to the 
left lateral posterior aspect of the ventrofixed 
uterus, well up and across to the right side. A 
few more sutures fixed the middle part of the 
sigmoid to the anterior abdominal wall. The 
lower part of the sigmoid was left entirely free of 
sutures in order to prevent kinking and the de- 
velopment of obstruction. 

Another operation will be mentioned out of 
respect to the memory of a great American sur- 
geon, the late Charles H. Mayo. He conceived 
the idea of using strips of fascia lata to construct 
a sort of bridge work for a new pelvic floor. His 
operation evidently has not been continued at 
the Mayo Clinic, since Pemberton (27) of that 
Clinic published an article on prolapse of the 
rectum the following year (1939), and the Mayo 
operation is not even mentioned. 

In the Pemberton operation, the sigmoid was 
gently pulled up until taut and the peritoneum 
incised on both sides of the mesentery and car- 
ried forward toward the bladder. The ureters 
were identified, and extreme care used not to 
injure the inferior mesenteric vessels. The bowel 
was lifted up, with a hand behind it, in the hol- 
low of the sacrum. The rectum was freed by 
blunt dissection. The hand was carried down- 
ward and forward until the dissecting finger 
was at the tip of the coccyx, and the prolapsed 
portion of the rectum could then be pulled up 
from the hollow of the sacrum. With the rectum 
held taut, the reflected flaps of peritoneum were 
closed over the potential cavity, and the raw 
surfaces of the bowel peritonized. Pemberton 
stated that the bowel must be fixed in this posi- 
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tion, and could be treated in different ways, 
depending upon its length and mobility, and 
whether the patient was male or female. In the 
main, however, the bowel was fixed in its ele- 
vated position by sutures to the various portions 
of the abdominal wall and the pelvic organs. In 
some cases the bowel was sutured to the peri- 
toneum of the lateral walls and the brim of the 
pelvis, or to the anterior abdominal wall. 

There is an extensive discussion of the entire 
subject of prolapse of the rectum, which is very 
informative and illuminative, and reading of the 
original article would be of considerable ad- 
vantage. 

Pemberton reported 6 cases in which this 
operation was performed with apparent good 
results. 

Isidore Cohn, in an article published in 1942, 
remarks as follows: 

“The procedure which is here suggested (the 
Pemberton operation) is a composite operation. 
I have no illusion that the operation which is 
suggested and which we have used with success 
is by any means the final answer to a problem so 
difficult and which has occupied the attention of 
so many surgeons. It does, however, comply 
with certain fundamental principles.” 

A more recent report (1953) from the Mayo 
Clinic, by Pemberton, Kiernan, and Pemberton 
(28) covers a long period of time, as far back as 
1913, and the large number of cases, the various 
operative procedures carried out, and the re- 
sults in the traced cases are of great interest. 

Through August, 1951, 56 patients had been 
treated by the suspension-fixation operation. Of 
these 56 patients 44 were traced and 5 were found 
to have recurrences (11.4 per cent). 

Since the first operation utilizing the principle 
of obliterating the cul-de-sac of Douglas (the 
Moschcovitz operation) was performed at the 
Clinic in 1913, 55 patients have been so treated; 
46 cases have been followed up for 2 years or 
longer and 29 of those cases traced (63 per cent) 
had recurrences. 

Fifteen patients were treated by other intra- 
abdominal operations, including repair of me- 
dian perineal hernia, uterine suspension alone, 
and intra-abdominal plication of the rectum. Of 
those traced there were 4 recurrences; one pa- 
tient in this series had no recurrence in 31 years. 

Sixty-two patients were treated by some 
perineal operation, chiefly an amputation of the 
prolapsed bowel. Of this group, 47 were traced 
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for 2 years or longer, and 27 (57 per cent) were 
found to have recurrences. Postoperative stric- 
tures were observed in 14 patients. 

The over-all recurrence rate in all cases of 
complete rectal prolapse treated surgically at the 
Mayo Clinic, and in which the patients were 
traced for 2 or more years, was 43.6 per cent. 
This figure included all degrees of recurrence 
from slight mucosal to complete recurrent pro- 
lapse. 

In summary, the authors state that compari- 
son of the results of the suspension-fixation oper- 
ation with those of other methods of treatment 
suggests that the principle of complete mobiliza- 
tion of the rectum in the elevated position with 
scarring in its retrorectal space, producing per- 
manent fixation, is important in attaining a 
successful result. 

Fate was unkind to Roscoe Graham. His life 
was cut short before he was able to popularize 
and establish his method of treatment of pro- 
lapse of the rectum. 

Evidently equipped with a thorough famili- 
arity of the normal course the rectum pursues, 
and its normal attachments and relationship to 
neighboring structures, Graharn was able to de- 
vise an operation that would restore those nor- 
mal relationships and would at the same time 
automatically cure the prolapse. 

Graham was the first and only surgeon, as far 
as the author can determine, to treat prolapse of 
the rectum on correct anatomic principles. 

It is quite possible that the reason the Graham 
operation has not received the attention and 
recognition that it deserves is due to the fact 
that he devoted so large a part of his article to 
the discussion of a certain theory, and thereby 
obscured the value of his own brilliant operative 
procedure. 

Had Graham never written his article on the 
inguinal sliding hernia, and had he never met 
Alexis Moschcovitz, who had also written on that 
subject, the chances are that he would never 
have been influenced to accept the theory of 
sliding hernia with reference to prolapse of the 
rectum. As a matter of fact, the Moschcovitz 
operation, the obliteration of the cul-de-sac, has 
no part at all in the Graham operation and is 
not even mentioned in his article. 

There is some doubt as to whether Graham 
had actually read the original article of Mosch- 
covitz. It is quite possible also that few, if any, of 
the authors who are constantly referring to the 








Moschcovitz theory have ever taken the trouble 
to read the article, for had they done so, they 
would never have been influenced to accept it 
and constantly parade it before the reading pub- 
lic. The Moschcovitz theory is based upon the 
flimsiest kind of evidence or, as a matter of fact, 
on no evidence at all. 

Graham’s operation consisted of opening the 
peritoneum of the cul-de-sac and dissecting it 
free from the extraperitoneal fat and areolar tis- 
sue. The ureters were identified and retracted. 
Further dissection made possible the visualiza- 
tion of the widely separated fascia covering the 
levator muscles. Interrupted mattress sutures of 
silk were placed in the fascia covering the leva- 
tors. These united the levator muscles. In one 
case, this was reinforced by a single suture of 
fascia lata. 

This is the important part of the Graham 
operation, which has been entirely overlooked 
or unappreciated by most authors: interrupted 
silk sutures united the lateral rectal wall to the 
fascia over the right and left levator muscles. In 
other words, Graham sutured part of the rectum 
where it naturally belonged. 

It is unfortunate that Graham did not con- 
tinue to suture the lateral peritoneal folds of the 
rectum to the sacrum, and that he failed to re- 
produce the several curves of the rectum, which 
would have completely restored the anatomic 
relationship of the rectum to the adjacent struc- 
tures. His untimely death unquestionably pre- 
vented the further development of his operation. 

It is of interest to note that, in closing his arti- 
cle, Graham stated that there had been marked 
improvement in the sphincteric function after 
the operation. 

In 1947 Hayden presented a report from the 
Massachusetts General Hospital. He stated that 
the difficulty in assessing the values of the vari- 
ous surgical procedures arose from the following 
facts: 

1. The total number of cases is relatively 
small. 

2. The total experience of any individual sur- 
geon is limited. 

3. So many different procedures have been 
tried that no one surgeon has accumulated a 
convincing series of cases operated by any one 
method, or by the same combination of methods. 

A total of 60 operations was performed at the 
Massachusetts General Hospital between 1912 
and 1946. Of 43 patients treated by the Mosch- 
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covitz operation only 6 were treated by this | 
alone; of these 5 had recurrences. In 2 of these | 





cases in which reoperation was performed, the [ 
silk purse-string sutures had completely pulled | 


out. 

In the others, various suspension operations 
were carried out. A Mikulicz abdominal resec- 
tion was performed in 4 cases, with a later closure 
of the double-barrelled colostomy. This pro- 
duced a very good ventrofixation of the sigmoid. 
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Other operations were: the Lockhart Mummery | 
operation, the Tuttle operation, fixation by su- | 


tures, amputation, and the De Lorme operation 
alone, or in combination. 

There were many recurrences. He concludes 
that while some apparently good results followed 
most of these operations, the striking part is the 
high percentage of recurrences with every 
method. 

On the whole, it is a very discouraging and 
depressing report. 


Butler reported 2 interesting cases of prolapse } 
of the rectum in patients who had undergone [ 
operations for the removal of tumors of the [ 


cauda equina. The description of the pathologic 


findings and the operative technique in 1 is } 


rather interesting. 

In case 1, laparotomy revealed the pelvic 
colon running down to the distal rectum, sur- 
rounded by a deep pouch of peritoneum which 
extended between the colon and vagina, and 
part way behind the colon on the right side. The 
whole hernial sac was removed from above and 
the colon was drawn up and anchored to the 
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side wall of the pelvis by interrupted silk sutures. | 


A raw surface was thus left between the colon 
and vagina anteriorly and the sacrum posteri- 
orly. The peritoneal floor was reformed at a 
high level and ventrofixation of the uterus car- 
ried out.” 

In case 2 in which 2 surgeons operated, 
laparotomy revealed a deep hernial sac between 


the rectum and vagina. The rectum and pelvic | 
colon were completely mobilized, and the her- § 


nial sac was excised. The mobilized bowel was 
then drawn out through the anus, and a recto- 
sigmoidectomy performed. About 2 feet of bowel 
was removed. The peritoneal floor was repaired 
from above and a ventrofixation carried out. 
Eight days later there was a sudden severe 
secondary hemorrhage from the suture line 
which was treated by irrigation and a temporary 
transverse colostomy which jwas later closed. 
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In 1947 Orr described a suspension operation 
for prolapse of the rectum. He used 2 strips of 
fascia lata 1 to 2 centimeters wide and 10 to 12 
centimeters long. The fascia just above the 
promontory of the sacrum was exposed through 
an inverted T-shaped incision in the peritoneum. 
A strip of fascia was sutured to each side of the 
rectum with a double row of interrupted sutures 
of fine silk. The strip of fascia on the left side 
was passed through a puncture wound made in 
the mesentery of the sigmoid. While the rectum 
was held suspended, the upper ends of the fascial 
strips were sutured to the dense fascia above the 
promontory of the sacrum. The culdesac was 
completely obliterated by 2 or more rows of in- 
terrupted silk sutures placed across the pelvis 
and the peritoneum sutured to the anterior wall 
of the rectum as each row of sutures was placed. 
The pelvic operation was completed by suturing 
a fold of peritoneum to the rectum on each side 
to cover the fascial strips. 

Orr reports 4 cases in which this operation 
was performed. The results have been satis- 
factory. 

In 1948 Dunphy published a very extensive 
article on the treatment of prolapse of the rec- 
tum. In his preliminary discussion he says: “In 
the surgical treatment of this condition, two ap- 
proaches have been used: the perineal and the 
abdominal. The basic difficulty with the perineal 
approach is that it attacks the defect at the 
wrong end. Even the more extensive operations 
do not completely eradicate the hernial pouch 
or close the defect in the transversalis fascia. Of 
the various abdominal operations, the Moschco- 
vitz procedure as originally described is well 
conceived. It attempts to obliterate the hernial 
sac and to suture the defect in the endopelvic 
fascia, a point emphasized by Moschcovitz but 
frequently neglected today. But there are two 
reasons why the Moschcovitz operation has not 
been uniformly successful. The first of these is 
the inherent difficulty in reaching the defect in 
the fascia from above without actually mobiliz- 
ing the rectum. . . . The second difficulty with 
the abdominal approach is that the frayed out 
levator cannot be sutured, and a long redundant 
rectal loop still tends to prolapse. In such cases, 
some type of perineal repair is necessary also.” 

The technique of Dunphy’s operation is as 
follows: The prolapse is drawn down, and a 
circular incision made in the rectal mucosa 
about 0.3 centimeter above the pectinate line. 
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As this incision is deepened the outer loop of 
bowel may be peeled off the inner loop, thus 
exposing the hernial sac. The size of this pouch 
of peritoneum varies but in all his cases it was 
large enough to be dissected off the bowel as a 
distinct sac. The sac is then opened and the 
neck closed by a circular suture as high as this 
can be conveniently placed. The redundant sac 
is excised. The sac is then pushed back upward, 
and as the anterior rectal wall is depressed with 
the finger, sutures are placed in the levator 
muscles lateral and anterior to the rectum. 

The tube of the rectum is then split anteriorly 
and posteriorly, and traction sutures placed 
through the entire wall of the bowel uniting it 
to the distal 0.3 centimeter cuff of the rectal 
mucosa which was left above the pectinate line. 
The two halves of the bowel are then excised 
and two lateral traction sutures are placed. The 
remainder of the anastomosis is then completed 
by a continuous lockstitch of fine catgut, which 
is interrupted and tied as it reaches the mat- 
tress sutures. 

The abdominal operation is done as a separate 
procedure a few days later. The pelvic perito- 
neum is incised on either side of the colon and 
the bowel is mobilized exactly as in the abdom- 
inoperineal resection. Deep sutures are placed, 
including the pelvic peritoneum and the fascial 
and ligamentous tissues lateral to the rectum. 
The remainder of the pouch of Douglas is then 
closed by circular sutures, as in the original 
Moschcovitz operation. Finally, the pelvic colon 
is anchored to the left lateral wall of the pelvis 
by several interrupted sutures of fine silk. 

In another paper published by Dunphy and 
associates in 1953 the record of 16 patients 
treated at the Peter Bent Brigham Hospital is 
presented. 

Several modifications have been employed so 
that the results may be grouped under 3 headings: 

1. Cases in which radical perineal excision 
was the only procedure used. 

2. Radical perineal excision with the abdom- 
inal operation. 

3. Perineal repair, consisting only of suture of 
the levator muscles, and the abdominal opera- 
tion, consisting of mobilization of the pelvic 
colon, reconstruction of the pelvic floor, and a 
Mikulicz resection of the redundant pelvic colon. 
This avoids the resection of the lower bowel and 
keeps the anorectal reflexes intact. 

Hughes (15) in discussing the subject of pro- 





lapse of the rectum before the Proctologic Sec- 
tion of the Royal Society of Medicine in 1949, 
stated that between 1931 and 1947 there had 
been observed at The St. Marks Hospital 426 
cases of prolapse of the rectum. Of these, 171 
adult patients received surgical treatment, with 
a total of 304 operations. 

Different types of operations had been resorted 
to, but the results seem to have been very dis- 
appointing in a large percentage of cases. Of the 
Lockhart Mummery operation, in 30 cases 
traced there were 29 recurrences. Rectosigmoid- 
ectomy (Miles operation) was performed in 150 
cases. In 108 cases traced, there were 65 recur- 
rences. The Moschcovitz operation was per- 
formed in 9 cases. In 6 cases traced there were 
4 recurrences. 

In the discussion that followed, Lloyd-Davies 
stated that he was particularly impressed by the 
fact that in operations on female patients for pro- 
lapse of the rectum there was a complete absence 
of the rectovaginal septum. He concluded that 
for an operation to be effective, it was necessary 
to obliterate the deep cul-de-sac, to produce new 
lateral ligaments, and to reconstruct the recto- 
vaginal septum. 

In an article published more recently (1957) 
Hughes (16) reports the cases of 30 patients with 
prolapse of the rectum, who were operated upon 
in 2 groups since 1951. There were 17 patients 
in the first group operated upon between 1951 
and 1956. The second group was treated after 
1956. 

In group 1 two surgeons, an abdominal and a 
perineal surgeon, operated synchronously. By 
means of an incision between the rectum and 
the vagina, the perineal surgeon located the 
fundus of the sac and passed it up to the abdom- 
inal surgeon. He then performed a perineor- 
rhaphy and the puborectalis and pubococcygeus 
muscles were repaired. In 14 cases an additional 
reconstruction Lehind the anus was carried out. 
As the fundus of the cul-de-sac was freed by the 
perineal surgeon, it was grasped by the abdom- 
inal surgeon, and was invaginated into the peri- 
toneal cavity and amputated. The abdominal 
operation was completed by the Moschcovitz 
procedure. 

There were 3 recurrences. In one case, on 
reoperation, it was found that the perineal 
pouch was reformed. 

In group 2 an entirely different technique was 
adopted. Abdominally, the peritoneum was in- 
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cised to either side of the rectum and anterior to 
it. The fundus was excised, and the fascia of the 
pelvis was exposed. Then, a series of purse-string 
silk sutures was used in the retroperitoneal space 
as high as the cervix. The peritoneal floor was 
closed by sutures of the lateral flaps anterior to 
the rectum. 

There were no recurrences in this group. 
However, Hughes remarks that only 15 months 
had passed since the operation. 

In an article published in 1951 Stabins men- 
tions the Graham operation, including the suture 
of the lateral rectal wall to the fascia over the 
levator ani muscles. The operation that Stabins 
performed, however, consisted of incision of the 
pelvic peritoneum laterally and anteriorly. The 
rectum was freed from the hollow of the sacrum 
and the entire prolapse, which was 8 inches 
long, was brought up into the abdomen. With 
the rectum held taut, the entire redundant bowel 
was resected and an end-to-end anastomosis 
carried out. The pelvic floor was repaired and 
the abdomen closed. 

In 1952 Brintnall reported a series of 20 oper- 
ations for prolapse of the rectum. Of interest is 
his concept of the pathogenesis of rectal pro- 
lapse, that certain anatomic weaknesses are 
present when severe, complete rectal prolapse 
occurs. The rectosigmoid colon is of unusual 
length, and its mesosigmoid is longer. The rectal 
stalks, which carry the middle hemorrhoidal 
vessels, are elongated. The rectal sphincter is 
dilated. The anterior and posterior rectal walls 
are mobile, and the cul-de-sac is deep. 

In Brintnall’s operation, the pelvic peritoneum 
was opened, and the rectum mobilized and 
drawn cephalad, assuring reduction of the pro- 
lapse. Mobilization of the rectosigmoid colon in 
the hollow of the sacrum was followed by scar- 
ring. The rectal stalks were not disturbed, nor 
the sigmoid mesentery shortened. The peritoneal 
cul-de-sac was excised and the peritoneum re- 
paired later at a higher level. The levators were 
approximated in front of the rectum. 

After the abdomen was closed, the perineal 
portion of the operation was performed. In the 
female, the posterior vaginal repair gives addi- 
tional approximation to the levators. The 
sphincter was reduced by plication, if it was 
very lax. In the male, a transverse semilunar 
incision between the rectum and scrotum was 
made, the levators approximated, and the ex- 
ternal sphincter narrowed by plication. 
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Various types of operations were carried out 
in the series of 20 cases, but only 4 sigmoid 
resections were performed. He concludes that 
the more radical procedure of resection is justi- 
fiable as a secondary procedure in recurrent 
cases. 

In an article published in 1952 Ripstein de- 
scribed an ingenious operative procedure that 
will no doubt prove to be of considerable value 
as an additional element in the treatment of 
prolapse of the rectum. 

Ripstein used a good sized patch of fascia lata 
(10 by 4 centimeters) which he sutured partly 
to the pelvic floor. This is of great importance 
in the case of an atrophied and frayed-out 
levator muscle and its fascia, and will certainly 
provide a good supporting pelvic floor. He then 
splits part of this patch of fascia which encircles 
and is stitched to the rectum. 

His remark that he found the Graham oper- 
ation unsatisfactory is rather disappointing. It 
would seem that this otherwise astute observer 
overlooked an element in the Graham operation 
that he should have considered of great service; 
namely, the attachment of part of the rectum to 
the fascia of the pelvic floor which, as has been 
pointed out previously, is done in an attempt to 
restore the rectum to its normal anatomic place. 

The ‘“‘Ripstein patch,” if it may be so desig- 
nated when applied as a preliminary to the 
Graham operation, would be an additional ele- 
ment in the cure of rectal prolapse in the case of 
an atrophic pelvic floor. The rest of the Ripstein 
operation is in accordance with the Pemberton 
idea of suspension of the sigmoid. 

Altemeier contributed two articles on the treat- 
ment of prolapse of the rectum, the first in 1952(1) 
and the second in 1955(2). He divides prolapse 
of the rectum into 3 types: 

Type 1. This is a protrusion of the mucous 
membrane only. 

Type 2. This represents a prolapse of all 
layers of the rectum, and is essentially an in- 
tussusception, which starts at a level slightly 
above the anal ring. 

Type 3. This is a true complete prolapse of the 
rectum. In reality it represents a herniation of the 
pelvic peritoneum or cul-de-sac through a defect 
in the transversalis fascia and the pelvic dia- 
phragm. As the hernial progress extends, the 
cul-de-sac invaginates the anterior wall of the 
rectum to produce an intussusception through 
the rectal and anal canal. 
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Altemeier, therefore, presents a different con- 
cept of the pathology of prolapse of the rectum 
by regarding it as- an intussusception. This is 
contrary to Moschcovitz’s view, who asseris very 
emphatically that prolapse of the rectum is not 
an intussusception. 

This concept, although of great significance 
and one that will no doubt receive due attention, 
is somewhat confusing. In intussusception there 
is a triple layer of bowel wall, but in prolapse a 
double layer. Again, in intussusception, the ex- 
posed surface would be serosa covered (or would 
it?) while, in prolapse, it is the mucosa that is on 
the surface; in other words, the bowel is turned 
inside out. This will have to be clarified in the 
future. 

The operation described by Altemeier, except 
for a few minor modifications, is the same as that 
described by Dunphy and need not be repeated. 
It should be stated, however, that it is described 
with considerable detail and an exceedingly fine 
technique. Those interested should consult the 
original articles by the author. 

Altemeier reports that a total of 9 patients 
were operated on by this method. All patients 
were elderly and debilitated, and the results 
were good. 

Swinton and Mathiesen reported in 1955 from 
the Lahey Clinic on a series of 52 cases. A variety 
of operations was carried out. 

1. Posterior fixation of the rectum, described 
previously. 

2. Amputation and plastic repair. 

3. Intra-abdominal operations. Twenty pa- 
tients were treated by this method, some by the 
Moschcovitz procedure and others by the 
Graham operation. There were various modifica- 
tions. In females, a ventrasuspension of the 
uterus was carried out. In 3 patients, fascial 
transplants were used. This group was the most 
unsatisfactory one. There were 6 recurrences 
and 4 deaths. 

4. The DeLorme operation was performed in 
a few cases. 

5. Intra-abdominal resection was performed 
in a certain number of cases, and Swinton be- 
lieves this is a procedure of choice in all good 
risk patients. 

In 1956 Bacon reported a series of 69 cases of 
patients with prolapse treated over a period of 
15 years. The results are quite impressive. Bacon 
believes that the best procedure incorporates the 
following: Abdominal mobilization of the distal 
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descending colon, and the entire sigmoid and 
rectum; rectosigmoidectomy, plication of the 
lateral ligaments, and fixation of the mesorectum 
to the sacral fascia; and uterine suspension in the 
female. Bacon adds that the operative technique 
must be adapted to the patient. 

Finally, Bacon states that the operative pro- 
cedure which in his experience offers the best 
results without mortality and with a low recur- 
rence, is the plication and resection operation, 
consisting of the plication of the lateral liga- 
ments, resection of the sigmoid, and its fixation 
to the psoas muscle with uterine suspension. 

It is of interest to observe that the Mosch- 
covitz theory and operation are not mentioned 
at all. Any reference to hernia, sliding hernia, or 
hernial sac in association with prolapse of the 
rectum, is conspicuous by its absence. 

Goligher, in a rather extensive article pub- 
lished quite recently (1958), discusses the Mosch- 
covitz theory and operation, and refers to a 
number of current operations for the cure of 
prolapse of the rectum. Goligher states that he is 
rather partial to the Roscoe Graham operation. 
He has used it in 23 cases, but in a modified form, 
which he describes with considerable detail. In 2 
cases, however, he could not bring the puborec- 
tales muscles together without tension, so he 
bridged the gap by a “‘darn of nylon.” He says 
that the rectum which lies below the new pelvic 
floor is somewhat slack and torturous, but no 
harm seems to result from this state of affairs. 

In 3 cases Goligher used the anterior resection 
operation and was much impressed by its 
possibilities. 

More recently two interesting articles on 
prolapse of the rectum appeared in the same issue 
of a special journal on colorectal disease. 

The first article is by Castro who states that 
procidentia of the rectum is an abnormal descent 
of the entire rectal wall which is similar in its 
mechanism to an intussusception; it may or may 
not protrude through the anal canal. When the 
deformity does not appear externally, it is known 
as an internal or concealed intussusception. 

There were 46 cases of the concealed type of 
procidentia, but these are not considered in this 
presentation. 

There were 26 adult patients with the external 
type of procidentia. 

Anterior resection with the removal of the 
cul-de-sac of Douglas has been considered by the 
Castro group as the surest way of accomplishing 


a cure, when such procedure can be tolerated by 
the patient. 

There were 3 recurrences and 2 deaths. 

The second article in the issue of the journal 
referred to is by Nigro. It is a rather extensive 
article and is of interest in that the author at- 
tempts to correlate the disturbed function of the 
levator ani muscle with its effect on rectal 
prolapse. 

*‘If we assume the lesion to be a sliding her- 
nia,” says Nigro, “‘as has been so well described 
by Moschcovitz, then it can only occur in as- 
sociation with a defect in the pelvic diaphragm. 
A competent hiatus will not allow herniation.” 

Nigro devised an operation in which a strip of 


‘fascia lata (25 by 3 centimeters) that is re- 


moved from the thigh is used. This is swung 
around the lower rectum and sutured to it just 
above the external sphincter. The free ends are 
then sutured, one on each side, to the inside 
surface of the bony pelvis. This forms a sling or 
hammock for the lower rectum, supports it, and 
guides it in an upward and forward direction. 
(The reader is referred to the original article for 
clarification of the principles enunciated by the 
author.) 

The most recent article on the subject of 
prolapse of the rectum has been contributed by 
Gabriel (11). It is of unusual interest, and re- 
presents a remarkable achievement. He reports 
a series of 145 patients operated on between 1933 
and 1956. In this group there were 90 patients 
between 60 and 70 years of age, and 18 other 
patients were 80 years old or more. Rectosig- 
moidectomies were performed in all cases. 

Of the entire series there were 2 deaths. And, 
Gabriel adds that under modern conditions these 
patients would probably have survived. 

A number of complications did occur. Some 
patients required repeated rectosigmoidectomies. 
Nineteen recurrences were treated by the 
Thiersch wire operation. In some of these the 
wire broke and had to be removed and replaced. 
One patient required two replacements, and 
another required four. 

In the main, however, it isa remarkable record 
for the type of patients constituting this group. 

Gabriel does not seem to hesitate to express 
himself frankly on the subject of treatment of 
prolapse of the rectum. He states that when th 
very large number of operations that has been 
described and recommended for the treatment 
of complete prolapse of the rectum is considered 
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and his own results analyzed, it is clear that 
there is no operation which can give certain 
promise of cure in all cases. 

Swinton expresses himself somewhat similarly: 
“We question whether any one technique will 
ever be developed that will be suitable for all 
cases of rectal prolapse and procidentia. In our 
experience, a wide variety of conditions have 
been encountered which have presented many 
individual problems. A high percentage of these 
patients have had previous operations, the results 
of which were unsatisfactory.” 


COMMENT 


This state of doubt, disappointment, and dis- 
couragement pervades most of the literature on 
the subject of rectal prolapse. It may be per- 
tinent at this time to take stock, as Osler puts it, 
and attempt to find out the cause or causes of 
failure in this field of surgery, especially when we 
realize that so much has been accomplished in 
practically every other condition requiring sur- 
gical treatment. 

The following possible causes for failure are 
suggested: 

1. It must be observed that all operative treat- 
ment described and practiced seems to be 
symptomatic in character. There is a protrusion; 
therefore, that must be eliminated. One group 
of surgeons cuts it away, another group suspends 
it one way or another, and a third group at- 
tempts to lasso it by means of fascia lata strips. 
Failure in a large proportion of cases is inevitable 
because normal anatomic relationships have not 
been established. 

2. The most important element in the failure of 
all the surgical procedures is that hardly any 
thought is given to the normal anatomy of the 
rectum, its course across the pelvis, and its re- 
lationship to neighboring structures. If these had 
been taken into consideration, a different 
pathologic interpretation of the condition would 
have resulted, and effective surgical treatment 
would have been planned and carried out on 
that basis. 

3. Another element responsible for the surgical 
failures is that no sharp differentiation has been 
made between prolapse and intussusception. In 
many of the operative procedures one finds the 
statement: The rectum was separated from the 
hollow of the sacrum by blunt dissection. Now, 
how is that possible in a case of prolapse, when 
nature already separated the rectum from the 
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sacrum a long time ago, and we see it hanging 
helplessly out in the external world. Since the 
surgeon actually found it necessary to resort to a 
“blunt dissection,” he could. not possibly have 
been dealing with a case of prolapse. 


CONCLUSION 


It is a firm conviction that a better under- 


standing of the’ normal anatomy of the rectum 
will lead to the development of new and effective 
operative procedures for the cure of prolapse of 
the rectum. 

The Graham operation offers great possibilities, 
since it is an attempt to restore normal anatomic 
conditions. It is, however, incomplete and must 
be extended and amplified. 
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SURGERY OF THE HEAD AND NECK 


HEAD 


Adamantinoma of the Jaws. J. K. Masson, J. R. Mc- 
Donatp, and F. A. Fiat. Plastic @ Reconstr. Surg., 1959, 
23: 510. 


AsTUDY WAS MADE of 101 patients with histologically 
proved adamantinomas of the jaw encountered at the 
Mayo Clinic. These tumors were classified micro- 
scopically, and an attempt was made to correlate the 
clinical course with the microscopic picture. 

Microscopically, the four main classifications were 
plexiform (67 cases), squamous (24 cases), glandular 
(8 cases) and sarcoma-like (2 cases). It was not possi- 
ble to state definitely that one or another of these 
histologic types was more or less malignant than any 
of the others. All types were capable of recurrence, 
and the number of recurrent lesions was directly pro- 
portional to the number of tumors in each class. The 
one instance of metastasis occurred in an adamanti- 
noma in which the squamous elements predominated; 
the secondary tumor in this case involved a lymph 
node in the upper cervical region. 

The age of the patient at discovery of the lesion and 
at the time of admission and the duration of this dis- 
ease were similar to those in other reports except that, 
in this series, patients in the sixth decade of life showed 
the greatest incidence. 

The number of patients with recurrent adamanti- 
noma at the time of admission in this series (72 per 
cent) is much higher than previously reported. 

The adamantinoma is a slowly growing, epithelial 
tumor most frequently involving the jaws, particularly 
the lower jaw. It occurs most often in middle life and 
in women slightly more frequently than in men. It 
recurs after incomplete removal in almost 100 per 
cent of cases and is capable of invading soft tissue and 
bone. Whether or not it is malignant is a debatable 
question. Only one tumor in this series definitely 
proved its malignant characteristics by distant me- 
tastasis to a cervical lymph node. As a general rule, 
the lesion is benign, with a typical tendency to recur. 


EYE 


Drug Administration in Cataract Surgery. L. P. 
AcarwaL, R. B. L. Gupta, and S. R. K. Mau. 
Brit. J. Ophth., 1959, 43: 302. 


Tue AUTHORS are gratified with the results obtained 
in a series of 150 cataract extractions for which the 


following pattern of sedation and analgesia was used. 
Tiunal, a barbiturate, was administered orally, 1.5 gr. 
on the evening before surgery, 1 hour before surgery, 
and on the evening after surgery. Chlorpromazine, 
25 mgm., was given orally the night before operation, 
25 mgm. intramuscularly 30 minutes before surgery, 
and 25 mgm. daily for 3 days after surgery. Diamox, 
250 mgm., was administered daily in a single dose, 
beginning 2 days before surgery, and continuing for 4 
postoperative days. One teaspoonful of promethazine, 
an antihistaminic, was given 30 minutes before 
surgery. Gallamine triethiodide, a curare-like drug, 
was started 15 minutes before surgery, at the rate of 7 
units per minute until ptosis and paresis of the extra- 
ocular muscles occurred. 

With this pattern of analgesia the patients were 
relaxed physically and mentally, unmindful of any 
painful stimuli associated with the local anesthetic 
injections, almost drowsy, but capable of responding 
to questions. 

The results in this series are compared with those of 
previous series in which these drugs were used singly 
or in combination. The tabulated data of the series 
show a marked reduction in the incidence of vitreous 
and iris prolapse. 

This method of analgesia was found effective in pa- 
tients with general hypertension and_ bronchial 
asthma. However, the authors recommend that in 
patients with asthma curare-like products should be 
administered by expert anesthetists who are prepared 
to meet complications. —Ray K. Daily, M.D. 


Penetrating Autokeratoplasty of Entire Cornea. A. 
Epwarp MauMENEE. Am. 7. Ophth., 1959, 47: 125. 


Five casEs in which the entire cornea of one eye was 
successfully grafted to the other are reported in detail. 
The greater degree of success of autologous penetrat- 
ing corneal transplants as compared to that of 
homologous grafts indicates that delayed clouding of 
corneal grafts may be due to the immune reaction of 
the host. —F. F. Stokes, M.D. 


Some Results in Retinal Detachment Surgery. JorcE 
and ENRIQUE MALBRAN. Brit. 7. Ophth., 1959, 43: 288. 


THE AUTHORS REPORT a second series of 101 cases of 
retinal detachment in which Schepens’ binocular 
ophthalmoscope was used in the diagnosis and during 
surgery. The results of this series are compared 
statistically with a series of 85 cases reported previous- 


ly. Equally good results were obtained in both series 
in cases of tears without detachment. In cases in which 
the retina reapplies spontaneously on bed rest and 
binocular bandaging the results have improved from 
87 per cent in the first series to 95 per cent in the 
second. This is attributed to the use of scleral shorten- 
ing as a primary operation. In cases with a poor 
prognosis, such as old standing detachments, and in 
patients who have had unsuccessful surgery the per- 
centage of successful results differed but little in the 
two series. 

Their experience leads the authors to conclude that 
scleral resection, with or without inclusion of a poly- 
ethylene tube, or scleral buckling should be the 
primary procedure and should not be reserved for 
secondary operations after other techniques have 
failed. — Ray K. Daily, M.D. 


Metastasis in Retinoblastoma. Utysses M. CarsajaL. 
Am. F. Ophth., 1959, 48: 47. 


A series of 20 patients with retinoblastoma who died 
from metastasis is analyzed. In this group there were 
16 Caucasian, 2 Mexican, and 2 Negro patients. The 
tumor was bilateral in 11 and unilateral in 9. The 
average age at onset of symptoms was 16 months. 
After enucleation, death ensued in 2.5 months to 4 
years. The metastatic pathways were: (1) cerebro- 
spinal fluid, (2) blood stream, (3) orbit-to-orbit, (4) 
contiguity, and (5) lymph. The cerebrospinal fluid 
was the principal medium by which the tumor cells 
were carried into the brain and spinal cord. The 
meninges were especially affected, and the arachnoid 
was most commonly involved. Visceral involvement 
indicated hematogenic metastasis. The tumor cells 
are carried in the veins, but not the arteries. Tumor 
cells follow the subarachnoid space from one orbit to 
the other. A purely lymphogenous route is seldom 
demonstrated, but in one case the first metastasis was 
noted in the preauricular gland. In most cases two or 
more routes were involved, a common combination 
being the cerebrospinal fluid and the blood stream. 
Of these 20 patients, 13 had an orbital recurrence 
within 3 to 8 months after enucleation. Those with 
orbital recurrence had a significantly longer period 
of delay before enucleation than those without. 
The calvaria was involved in 7 patients in all of 
whom there were also distant metastases, mostly to 
the ribs and vertebrae. Visceral invasion with liver 
involvement occurred in half the cases. As long as the 
tumor remains within the globe, the orbit is free of 
tumor cells. Orbital involvement may arise from an 
emissary vein, from rupture of the globe, or from the 
cut end of the optic nerve. Intracranial metastasis is 
heralded by nausea and vomiting from increased in- 
tracranial pressure; signs of meningeal irritation fol- 
low. The diagnosis may be confirmed by finding 
tumor cells in the spinal fluid, or by roentgenograms 
revealing enlargement of the optic foramen or superior 
orbital fissure or dehiscence of the orbital wall. 
Visceral metastasis is indicated by abdominal en- 
largement; jaundice is rare. No treatment avails after 
orbital recurrence or metastases appear. A frozen sec- 
tion of the cut nerve should be examined routinely 
after enucleation, and washings of the orbit and of the 
enucleated eye should be scrutinized by Papani- 
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colaou’s method. With positive findings, immediate 

exenteration should be carried out. In bilateral retino- 

blastoma, bilateral enucleation must be performed. 
— James E. Lebensohn, M.D. 


Observations on Ophthalmodynamometry. J. L. 
Smitu, I. H. Zreper, and D. é. Cocan. J. Am. M, 
Ass., 1959, 170: 1403. 


WITH THE RECENT ADVENT of more effective therapy 
for internal carotid arterial insufficiency, the clinical 
usefulness of ophthalmodynamometry has assumed 
greater importance. In describing their technique the 
authors advise the use of binocular indirect ophthal- 
moscopy. They also record both the diastolic and the 
systolic pressures of the ophthalmic artery. When the 
pressures are within the normal range, a reproducible 
difference of over 10 units systolic and/or 6 units 
diastolic has been considered clinically significant. 
Comparison of the ophthalmic artery pressures ob- 
tained when the patient is standing with those ob- 
tained when he is supine enhances the sensitivity and 
diagnostic usefulness of the test. 

Indications for ophthalmodynamometry are (1) 
clinical evaluation of cerebrovascular disease, 2) 
study of any case of amaurosis fugax, (3) evaluation of 
carotid ligations and endarterectomies, (4) evaluation 
of response to anticoagulant therapy in carotid dis- 
ease, and (5) routine examination prior to arteri- 
ography. Difficulty in obtaining reproducible values in 
ophthalmodynamometry would suggest auricular 
fibrillation or other arrhythmia. 

The authors report 11 cases to illustrate the sig- 
nificance of their results. 

—J. Winston Duggan, M.D. 


EAR 

Otitic Meningitis in the Antibiotic Era; Observations 
on 28 Adult Patients Treated in the Los Angeles 
County Hospital 1950-1957. H. James Hara. 
Ann. Otol. Rhinol., 1959, 68: 305, 


DurRING THE PERIOD from 1950 to 1957, 66 cases of 
meningitis were observed by the author on the 
Otolaryngological Service of the Los Angeles County 
Hospital, Los Angeles, California. Thirty-eight were 
in children under the age of 15 and 28 in adults. The 
mortality rate among the children was 47 per cent 
and among the adults 43 per cent. 

The discussion concerns the 28 cases of meningitis 
in adults. In 5 the meningitis was associated with 
acute otitis media. In this group there were 2 deaths. 
Infection occurred either by retrograde venous spread 
or contiguous propagation from a primary focus in 
the temporal bone. Three patients had a history of 
recent head injury and fracture of the skull. In 2 of 
the traumatic cases, the injury was slight and the 
meningitis developed 6 weeks and 3 months after 
injury. The assumption in these instances is that 
although there was no roentgenographic evidence of 
skull fracture, a sufficient injury to the blood vessels 
and nerve fibers in the soft tissues had developed. At 
the subsequent infection the offending organisms 
found their way into the intracranial structures 
through the middle ear cleft. 

The author recommends that myringotomy or sim- 
ple cortical mastoidectomy be performed whenever 
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indicated, or when one is in doubt, in addition to the 
administration of multiple antibiotics and other sup- 
portive measures. Chronic otitis media and mas- 
toiditis were present in 23 of the 28 adult patients. 
Head injuries were often a contributing factor in pre- 
cipitating the meningitis. Trauma, however slight, 
appears to break the natural line of defense and per- 
mits the passage of organisms into the intracranial 
structures. This may occur immediately at the time of 
injury and set up a meningitis. In other instances, 
antibiotic-resisting organisms may remain dormant 
for several weeks or months and meningitis develop 
when a fresh head cold is contracted. Experience has 
shown that the best procedure in these instances is 
first to control the meningitis by the administration of 
adequate and appropriate antibiotics and then to 
eliminate the focus of the primary infection in the 
temporal bone. 

Ten patients died within a few hours to 6 days after 
admission to the hospital. All of these patients had a 
long history of chronic otitis media and intermittent 
otalgia and otorrhea for which they had received 
occasional medical care. The author makes a strong 
plea for early and adequate surgery of all chronic 
discharging ears. No chronic draining ear is safe 
until infection is completely eradicated. Patients with 
discharging ears are always in danger of the develop- 
ment of meningitis subsequent to head injury. Mod- 
ern surgery of the temporal bone offers the patient a 
safe method of removing this hazard. 

— John F. Daly, M.D. 


NOSE AND SINUSES 


The Cleft Lip Nose. Witttam T. BERKELEY. Plastic & 
Reconstr. Surg., 1959, 23: 567. 


THE NOsE, lip, and palate are inter-related structures. 
The infant’s cartilages are more pliable than the 
adult’s and are more easily rotated and repositioned. 
Definitive treatment of the nose should be carried out 
at the time of lip repair and should be so well done 
that secondary repair is not needed. 

The author’s method of handling the unilateral 
cleft lip nose is well illustrated in the original article. 

Bilateral defects are considered as two unilateral 
defects and are corrected one side at a time. The same 
technique of treatment is used except for the medial 
segment of the nose. Because of the complexity of the 
bilateral defect, maneuvers similar to those described 
are carried out at a separate operation when the child 
is about 5 years of age.—W. C. Huffman, M.D. 


A Bilateral Posterior Intranasal Pack. Smney H. 
Gio... Arch. Otolar., Chic., 1959, 69: 615. 


SEVERE POSTERIOR NASAL HEMORRHAGE is a frequent 
and trying clinical emergency that requires the use 
of posterior nasal packs. It is generally agreed that 
the bleeding comes from the sphenopalatine artery 
and not infrequently from the posterior end of. the 
inferior meatus. 

THe blood supply of the internal nose is derived 
indirectly from two different arterial systems, the 
external carotid artery and the internal carotid 
artery. The internal carotid artery supplies the upper 
and anterior portions of the nose via a branch, the 
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ophthalmic artery, from which are derived the an- 
terior and posterior ethmoidal arteries. 

The external carotid artery supplies the lower and 
posterior portion of the nasal cavity via the internal 
maxillary artery from which are derived the major 
palatine arteries and the sphenopalatine artery. 

The author states that in the presence of a profuse 
hemorrhage from the. posterior nasal passages, poster- 
ior intranasal packing is indicated in order to control 
the bleeding and should fullfill the following con- 
ditions: a 1 

(1) The pack should be placed intranasally via 
the posterior nares and not merely in the postnasal 
space; (2) it should be soft and pliable, so as to mold 
itself easily around and within the contours of the 
turbinated bones and within their meati; (3) it should 
possess compressibility, so as to permit its insertion 
through a nasal passage narrowed by a deviated 
septum; (4) it should be absorbent and, by virtue of 
this property, capable of an increase in mass; and 
(5) it should exert equal pressure against the septum 
and the lateral nasal wall in order to exert simul- 
taneous pressure against a branch of the sphenopala- 
tine ganglion in the septal or lateral nasal wall, which 
may be the source of the hemorrhage. 

This double application of a single intranasal pack 
is feasible because of the practical parallel distribu- 
tion of the septal branches to the lateral nasal wall 
branches. The same single packing should be an- 
chored at an immovable posterior fulcrum, the 
posterior border of the vomer, and the immovable 
anterior fulcrum, which is the area between the pro- 
jecting anterior nasal spine and the anterior septal 
border. The same single packing should be used bi- 
laterally so as to be fixed and not subject to displace- 
ment away from the source of hemorrhage. Such a 
pack is described and illustrated in the article. 

The method of application of this type of intranasal 
pack is similar to that used for the unilateral pack, 
except that the bilateral approach is used. Two nasal 
catheters are placed simultaneously into the naso- 
pharynx, one through each nasal passage. A string 
from each end of the packing (the tapered ends of 
which have previously been lubricated) is now tied 
to the oral presenting end of each catheter. The 
latter are then withdrawn, each string being pulled 
through one nasal passage. The two strings are 
grasped with one hand and forward traction is exerted 
while, with the other hand, a Mayo forceps places 
the pack well up into the nasopharynx to facilitate 
its entry into the posterior nares. Further forward 
traction on each string will anchor the middle “‘waist”’ 
of the pack firmly against the posterior border of the 
vomer, which acts as the posterior fulcrum. The taut 
strings are then tied over a dental roll placed between 
the anterior nasal spine and the anteric¢ septal border, 
which together act as the anterior fulcrum. 

The quarter-inch tape now hangs loosely in the 
nasopharynx and may be cut 1 inch below the level 
of the soft palate so as to avoid traction caused by 
the act of swallowing. The use of this tape, instead 
of a string, precludes the possible laceration of the 
soft palate. 

The matrix of the packing contains compressed 
cotton which swells upon absorbing blood and there- 
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by exerts pressure on contiguous bleeding points. 
The use of a bilateral pack disposes of the immediate 
necessity of determining on which side the bleeding 
vessel is located in emergency situations when the 
field is flooded with blood. Anchoring the pack both 
posteriorly and anteriorly renders it less liable to 
displacement. The size of this pack may be reduced 
proportionately in all of its dimensions in order to 
accommodate nasal passages smaller and narrower 
than the average adult size. Anterior packing with 
one-half or 1 inch gauze may be applied from the 
back of the nasal passage forward, if reinforcement 
of hemostatic pressure is desired. The packs may be 
left in place for 24 to 48 hours or longer. 
— John F. Daly, M.D. 


MOUTH 


A Method of Reconstruction of the Lower Lip Fol- 
lowing Excision for Carcinoma. Wit.1am F. Mac- 
Fee. Ann. Surg., 1959, 149: 903. 


AFTER A HISTORICAL REVIEW of the development of 
methods of reconstructing the lower lip, the author 
gives brief descriptions of operations that still have a 
place in this type of reconstruction. He then gives a 
full description, amply illustrated by photographs 
and line drawings, of his technique for the recon- 
struction of the lower lip after its complete or partial 
loss as a result of surgery for cancer or other causes. 
It consists essentially of a one-stage construction of 
a new lip from the adjacent cheek and the incorpora- 
tion of the lip in a large, double-pedicled, facial flap, 
disposed longitudinally, by means of which the lip is 


brought into the desired position. The double pedicle 
minimizes risks of loss of the lip from poor viability, 

The procedure can be carried out immediately 
after excision of the lip, does not distort the face, and 
results in scars that mainly follow the natural skin 
lines. During the operation, lymph nodes may be re- 
moved from the submental triangle and the anterior 
cervical triangle of one side. 

The author has used this technique in 3 patients 
with satisfactory results and claims that recovery is 
rapid and that restoration of function is complete. 
The operation is lengthy, however, and great care is 
required to avoid damage to the facial nerve and 
artery; also, it is applicable only when the blood 
supply of the cheek is normal. 

— John R. Lindsay, M.D. 


Facial Sinuses of Dental Origin. ALAN Hamitton, 
Brit. F. Surg., 1959, 46: 433. 


SINUSES OF DENTAL ORIGIN may be of long duration. 
A sinus may be the result of either acute or chronic 
infection, caused in turn by death of the dental pulp. 

Discharging facial or cervical sinuses of dental 
origin must be differentiated from carbuncles, boils, 
infected cysts, actinomycosis, tuberculosis, foreign 
bodies, and developmental sinuses. Roentgenograms 
are essential and repeated examination from different 
angles may be necessary. 

The sinus tract may be cared for by excision or 
curettage. Removal of the tooth, teeth, or roots that 
are the infective agents is essential if recurrence is to 
be avoided. 

Nine cases are reported. —W. C. Huffman, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


The Angiographic Study of Carotid Insufficiency and 
Cerebral Ischemia. Marvin M. KeErrns and JouN 
E. WHITELEATHER. Am. 7. Roentg., 1959, 81: 929. 


THE SUCCESSFUL SURGICAL TREATMENT of arterial oc- 
clusions and stenoses in recent years has stimulated 
interest in angiographic studies to demonstrate the 
site and extent of vascular occlusive disease causing 
cerebral symptoms. The authors present a report 
based on 1,535 cerebral angiographs recorded be- 
tween January 1951 and May 1958. From 1951 
through 1954 the principal emphasis was on the 
diagnosis of aneurysm, tumor, and arteriovenous mal- 
formation. By April 1955, improved techniques and 
contrast media had led to the belief that the procedure 
could be performed with safety on patients with an 


/ acute cerebrovascular accident. The neck vessels still 


were not included on the films for cerebral studies, 
however, and additional injections and exposures were 
required for their demonstration. 

By March 1957, alterations in equipment made 
routine inclusion of the neck down to the sixth or 
seventh cervical vertebrae possible, and since then 626 
angiographs have been recorded for 482 patients. The 
diagnosis of arterial occlusive disease increased from 
one prior to 1954 to 256 (in 482 patients) after March 
1957. In this same group 58 tumors and 35 aneurysms 
were diagnosed. Arterial stenosis of varying degree is 
three times more common than tumor, five times more 
common than aneurysm, and fifteen times more fre- 
quently found than arteriovenous anomaly. 

The disease was more common in males, but the 
average age was a little lower in the female group. The 
process starts early in middle life. It was observed coin- 
cidentally in patients as young as 31 years of age. 
Symptoms were strikingly variable, depending upon 
rate at which stenosis or occlusion developed and de- 
gree of collateral circulation established. The four 
principal pathways of collateral circulation are (1) 
from the opposite internal carot d through the circle 
of Willis; (2) from the external carotid on the same 
side into the ophthalmic artery; (3) from the external 
carotid artery into the vertebral system; and (4) from 
the vertebral system through the area of the circle of 
Willis. 

Prognostically, the filling of the carotid siphon 
through the collateral systems is very important. 
Failure to obtain such filling usually indicates throm- 
bosis of the siphon and consequently a situation that 
cannot be corrected surgically. 

Two-thirds or more of all occlusions of the internal 
carotid artery start at the bifurcation in the neck and 
are accessible surgically. Surgical relief by endarter- 
ectomy was attempted in 28 of the patients in this 
series, in 19 instances for complete and in 13 for partial 
obstruction. In most cases there was bilateral involve- 
ment to some degree. Surgery was performed on 32 
arteries in the 28 patients. Of 13 patients with severe 
stenoses, 7 had excellent results and 5 good results, a 
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total of 12 of 13 benefited by surgery. Of the patients 
with complete stenoses, only 4 had good results. 

Gradually-appearing symptoms over months or 
years are the early warning signs during the period in 
which successful treatment is possible. The onset of 
transient vertigo, headaches, personality changes, 
hemianopsia, speech difficulties, and weakness pre- 
ceded the final catastrophic occlusion by more than 4 
years in 1 case. Patients with such symptoms, even 
though mild and evanescent, deserve angiography 
because this is the stage in which stenosis of the carotid 
vessels may be recognized and corrected and complete 
occlusions prevented. 

Frequent association of cerebral atrophy and carotid 
or cerebral stenosis has been observed, and, if this re- 
lationship is confirmed by further studies, it is another 
indication for correcting stenosis before such atrophy 
develops. An acute cerebrovascular accident is no 
contraindication to cerebral angiography performed 
with 5 to 7 c.c. of contrast medium injected at the rate 
of normal flow, that is, in about 1.5 seconds. 

—Lois Cowan Collins, M.D. 


Pantopaque Ventriculography in the Localization of 
Surgical Lesions of the Posterior Fossa. Bruce L. 
Ratston, Sipney W. Gross, and CHarRLes W. New- 
MAN. Am. 7. Roentg., 1959, 81: 972. 


Tuis REPORT from the Mount Sinai Hospital, New 
York City, is based on experience with pantopaque 
ventriculography over a 2 year period. The primary 
emphasis is on the visualization of the posterior part of 
the ventricular system. In the authors’ hands it 
proved to be the procedure of choice for the localiza- 
tion of obstructing and expanding lesions of the 
posterior fossa amenable to operation. 

The authors describe their technique of introduc- 
ing pantopaque into the lateral ventricle through a 
burr hole. The maneuvers for manipulating the me- 
dium into the third ventricle and below are described 
and illustrated. The maneuvers are carried out with- 
out roentgenographic control and can be completed 
with dispatch. When a small amount of air is intro- 
duced with the oil the ventricles may be rapidly 
screened and the contrast is sharpened. The oil is 
usually released from the ventricular system by 
various maneuvers either at the time of roentgeno- 
graphic study or afterwards. If desired it can be re- 
moved by lumbar puncture. The caudal ventricular 
system was delineated in more than 30 cases with sur- 
gical lesion of the posterior fossa. By noting the con- 
tours of the ventricular shadows, it was possible to 
differentiate obstructing and expanding lesions. The 
normal anatomy is described briefly, and examples of 
representative lesions are illustrated and described. 

The authors believe that in patients suspected of 
harboring a surgical lesion of the posterior fossa, con- 
trol pneumoencephalography should be the first pro- 
cedure. If a localizing and lateralizing diagnosis has 
not been made by the air study, the procedure de- 
scribed should be carried out. The authors note the 











other accessory neuroroentgenographic procedures 
available to visualize the posterior fossa, including 
myeloencephalography and vertebral angiography. 
No adverse effects from intracranial use of pant- 
opaque, other than transient meningeal reactions, 
have been noted in the authors’ experience. They 
conclude that pantopaque ventriculography should 
replace pneumoventriculography in the roentgen 
diagnosis of surgical lesions of the posterior cranial 
fossa. This is a well illustrated article. 
— W. Eugene Stern, a. 


X-Irradiation Exencephalia. Roperts Rucu and Erica 

Grupp. Am. 7. Roentg., 1959, 81: 1026. 

THE AUTHORS have concentrated on one major anom- 
aly, cerebral hernia (exencephalia). The anomaly was 
produced by either roentgen radiation of the mature 
spermatozoon of the mouse or by exposing the de- 
veloping embryo to penetrating roentgen rays. There 
were no examples of exencephalic embryos among 630 
total embryos of normal offspring. After exposure of 
male mice to irradiation of 10 to 60,000 roentgens to 
the testes, the animals were mated and the litters were 
obtained. There was a drop in litter size after ex- 
posures to 40,000 roentgens and no evidence that the 
spermatozoa were in any way affected by irradiation, 
in either mobility or fertilizing power. All anomalies 
that developed after this irradiation by varying com- 
binations of mating were produced by altered genetic 
factors from roentgen irradiation rather than by 
direct roentgen irradiation of the embryo or fetus. 

A total of 142 pregnancies was studied; doses 
ranged from 25 to 300 roentgens. The highest inci- 
dence of exencephalia, 31 per cent, was observed 
when the ninth-day mouse embryo was exposed to 150 
roentgens, the period between 7.5 and 9 days being 
the most radiosensitive with respect to this particular 
anomaly. The anomaly may be found in 1 member of 
a small litter or 5 members of a large litter and the 
position in the uterus or the size of the litter has no 
bearing on the incidence of the process. The em- 
bryonic development of the nervous system at the 
period most sensitive to irradiation appears to be most 
active in organization, and the ectodermal cells are a 
mixture of neurectoderm and early neuroblasts. Dam- 
age to cellular integrity of the neurectoderm occurs 
almost immediately after the radiation. The cellular 
damage is immediate, severe, and extensive, but the 
embryo is able to clear away the debris and continue 
its development. There is an actual cell loss and a 
failure of the neural tube to close as a result of this 
exposure. 

From these results it can be stated that roentgen 
radiation can cause exencephalia either through the 
production of chromosomal translocations, which may 
express themselves as early as the second generation, 
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or by direct attack on the primordium of the central 
nervous system in embryo. 

The authors review in a well documented discus. 
sion the genetic effects relating to central nervous 
system anomalies, ionizing radiations and the adult 
central nervous system, ionizing radiations and the 
human embryonic central nervous system, the pro- 
duction of teratologies of the animal central nervous 
system, teratologies and speculations as to the causa- 
tive factors. This is a beautifully illustrated and well 
annotated and documented article and is recom. 
mended for study. —W. Eugene Stern, M.D. 


SPINAL CORD AND ITS COVERINGS 


Spinal Injuries—A Challenge. G. M. Bepsroox. 
Austral. N. Zealand F. Surg., 1959, 28: 245. 


THE AUTHOR OFFERS his personal experiences and con- 
clusions after the reappraisal of the total management 
of 65 cases of acute spinal injury. He emphasizes the 
team approach in the total care and the challenge 
therein as evidenced by the patient’s future course in 
life and vocation. Straightforward conclusions as to 
the indications for and against operations are includ- 
ed. Operation is reserved for patients with neuro- 
logical disturbances such as incomplete transection 
which shows evidence of progression; complete paral- 
ysis with no bony injury but complete block; or severe 
root pain and increasing paresis; for patients with 
skeletal disturbances such as severe irreducible frac- 
tures and dislocations; evidence of disc or bony ele- 
ments causing compression; or unstable fractures in 
which fixation by operative means proves necessary; 
and for those patients with purely psychological dis- 
orders. 

The author states that he has seen no patient com- 
pletely paraplegic 6 to 8 hours after accident who 
went on to recovery. The importance of skeletal trac- 
tion for all incomplete lesions is stressed, as is the 
danger in exploration. A brief summary of the litera- 
ture on the subject of recent data is offered, and the 
author masses his personal evidence to suggest that 
early surgery is only rarely indicated, as opposed to 
the views of other authors. 

Experience with the complications of paraplegia, 
including bedsores, contractures, and urologic prob- 
lems with spasticity or spasm is briefly considered. 
Intermittent catheterization is decried, and _ the 
author believes that cystotomy should be avoided 
whenever possible in favor of transurethral drainage 
by gravity, with a daily period of closure of the cath- 
eter to insure good bladder capacity. Approximately 
60 per cent of the patients in the series are now work- 
ing. As methods of rehabilitation improve, greater 
improvement in these figures can be expected. 
—Edward B. Schlesinger, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Morphologic and Histogenetic Aspects of Mammary 
Cancer from Cystic Disease of the Breast (Aspetti 
morfologici e istogenetici del carcinoma della mam- 
mella da mastopatia fibrocistica). GrusEpPE MoccIAN. 
Q. Clin. Ostet. Gin., 1959, 14: 251. 


Tuis is A STUDY of 736 malignant epithelial tumors of 
the breast (631 carcinomas and 105 adenocarcinomas) 
and 232 cases of cystic disease of the breast selected 
from 24,000 breast biopsies at the University of 
Bologna, Italy, from 1926 to 1957. The author places 
emphasis on the frequent association of mammary 
cancer and typical cystic disease (12.3 per cent of the 
adenocarcinomas and 4.4 per cent of the carcinomas). 
The main anatomoclinical characteristics of cystic 
disease are defined and the relationship of cancer and 
cystic disease of the breast is discussed. This is a highly 
controversial subject and opposing views appearing in 
the world literature are presented. The association of 
the two conditions varies widely. according to the 
experience and diagnostic criteria of the authors. The 
views of Barbieri and Olivi of the Institute of Pathol- 
ogy of the University of Perugia are summarized in 
some detail. They have stressed the histologic varia- 
tions of cystic disease of the breast and indicated that 
the macrocystic form with papillomatous intracystic 
proliferation of the epithelium may more commonly 
degenerate into a malignant lesion. 

Four cases of cystic disease and infiltrating adeno- 
carcinoma or carcinoma are reported with fairly 
adequate reproduction of the biopsy material. The 
author concludes that cystic disease should be classi- 
fied among the precancerous lesions of the breast. 
The macrocystic lesions with microscopic evidence of 
active and disorderly epithelial proliferation should 
be treated by simple bilateral mastectomy (because of 
the frequent bilateral involvement) or by generous 
local excision of the cystic area with careful follow-up 
every 6 months. —Franco F. Sangalli, M.D. 


Mammaplasty and Occult Malignant Lesion of the 
Breast; A Case Report. G. F. Crikexam and S. 
— Matton. Plastic & Reconstr. Surg., 1959, 23: 


THE INCIDENTAL FINDING of a carcinoma in a portion 
of breast removed at mammaplasty is reported. 

The patient was a 37 year old Puerto Rican. A 
modified Biesenberger procedure was performed on 
the right breast and a free nipple transplant with 
partial amputation was performed on the larger left 
breast. Microscopic sections of the specimen of the left 
breast revealed an intraductal type of carcinoma. 

The question of carrying out a more radical left 
breast resection then arose. Furthermore, since the 
original mammaplasty had been performed with the 
same instruments and gloves, it was necessary to con- 
sider a further resection of the right breast because of 
the danger that tumor cells might have been trans- 
planted. 


The final decision was to perform a left radical 
mastectomy and to observe the right breast. The 
mastectomy specimen again revealed the presence of 
intraductal carcinoma. All axillary nodes examined 
were negative. 

The authors emphasize the importance of the micro- 
scopic examination of supposedly normal tissues re- 
moved at surgery and of the proper labeling of such 
right and left specimens as breasts. They believe that 
the partial mastectomy with nipple transplant led 
more readily to the diagnosis of the left breast tumor 
than the Biesenberger procedure might have done, 
because of the practice of preserving central ductal 
tissue in the latter procedure. 

The authors were able to find very little in the lit- 
erature concerning the incidental finding of carcinoma 
at mammaplasty, although a discussant mentioned a 
recent case that he had seen and stated that it was 
probably more common than the literature would lead 
one to believe. —Frank F. Milloy, M.D. 


Treatment of Breast Cancer; Comparison of Results 
of Simple Mastectomy and Radiotherapy with Re- 
sults of Radical Mastectomy and Radiotherapy. 
T. A. Watson. Lancet, Lond., 1959, 1: 1191. 


THE AUTHOR presents the results of treatment of can- 
cer of the breast by radical mastectomy and post- 
operative radiation therapy as employed by cancer 
clinics in Saskatchewan, Canada. From 1944 to 1952, 
1,276 cases of cancer of the breast were registered in 
these clinics. Of this number, 658 survived 5 years, 
a gross 5 year survival rate of 53.7 per cent. Excluding 
221 patients who received treatment prior to admis- 
sion, there were 1,055 “‘primary” cases, of which the 
gross 5 year survival rate was 51.7 per cent. The de- 
tails of selection of the series and those of the surgical 
and radiation treatment are outlined. 

The author then compares the present series to that 
of the Edinburgh series (McWhirter) in which the 
gross 5 year survival rate was 42 per cent. The dif- 
ference between the two series, i.e., 52 and 42 per cent, 
was found to be highly significant (p<0.01). 

The similarity of the two series is presented to sup- 
port the conclusion of the author that radical mas- 
tectomy with irradiation therapy is the procedure of 
choice rather than simple mastectomy and irradiation 
as advocated by McWhirter. Moreover, the reasons 
presented by McWhirter for selecting simple mastec- 
tomy in preference to the radical procedure are 
logically attacked. — Thomas Shields, M.D. 


Mammary Neoplasm in a Male Receiving Estrogen 
Therapy for Carcinoma of the Prostate. Joun E. 
Moutton. Med. J. Australia, 1959, 1: 706. 


THE AUTHOR reports a case of a patient with car- 
cinoma of the prostate who was treated with hor- 
mones and in whom carcinoma subsequently ap- 
peared in the breast. 

The patient was 80 years of age at the time the 
carcinoma of the prostate was diagnosed. There was 








no evidence of metastases. He did well for 5 years 
during which time he received varying doses of stil- 
bestrol and underwent an orchiectomy. 

Five years after discovery of the prostatic carci- 
noma, a mass appeared in the left breast. The stil- 
bestrol dosage had been 10 mgm. t.i.d. for the 14 
months preceding the appearance of the mass in the 
breast. The mass was attached to the skin, the nipple 
was retracted, and there was an eczematoid area 
surrounding the nipple. Both breasts were tender and 
the right one was also enlarged. 

Stilbesterol therapy was suspended and the breasts 
became painless and normal in size. The mass was still 
palpable in the left breast, however, and a simple 
mastectomy was performed for what was believed to 
be a mammary carcinoma secondary to prolonged 
massive stilbestrol therapy. The patient died a month 
postoperatively. 

At postmortem secondary deposits of carcinoma 
were found in both breasts, the liver, the lungs, aortic 
lymph nodes, right and left axillary nodes, and other 
areas of the body. The microscopic picture of the 
secondary deposits was identical to that of the primary 
metastatic growth, a poorly differentiated adeno- 
carcinoma. 

The author points out that although true primary 
carcinoma may occur in the breast as a result of 
estrogen therapy for prostatic carcinoma, the exact 
nature of these breast lesions can only be determined 
by means of a complete autopsy, and in some cases by 
biologic assay of the tumor tissue for acid phosphatase. 

He concurs with the recently expressed opinion of 
other authorities that the majority of the so-called 
hormonally induced primary carcinomas of the male 
breast are in fact metastatic deposits. 

—Frank 7. Milloy, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Clinical and Roentgenologic Signs of Collagen 
Diseases Involving the Thorax. CHar.es M. Nice, 
Jr., A. N. K. Menon, and Leo G. Ricier. Dis. 
Chest, 1959, 35: 634. 


THE AUTHORS SUMMARIZE the clinical, pathologic, and 
especially the roentgenologic data from 109 patients 
with five collagen diseases admitted to the University 
of Minnesota Hospitals from 1942 to 1956. Chief 
emphasis is given to those conditions that involve the 
thoracic structures, including polyarteritis, dis- 
seminated lupus erythematosus, systemic scleroderma, 
dermatomyositis, and rheumatic pneumonitis. In 
over two-thirds of these patients the diaznosis was 
verified by autopsy or biopsy, and in the remainder 
there were strong clinical and laboratory data to 
substantiate the diagnosis. 

Diagnostic points are discussed to aid in the dif- 
ferential diagnosis of the various collagen disorders. 
Clinical and roentgenographic manifestations of in- 
volvement of the thoracic structures by collagen 
diseases, including such relatively uncommon condi- 
tions as dermatomyositis, are more common than has 
been stressed in the medical literature. Roentgeno- 
graphic signs of abnormalities in the chest may quite 
often lead one to suspect the presence of a collagen 
disease, and certain combinations or sequential 
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changes may aid in the differential diagnosis of the 
various conditions. The authors believe that their 
roentgenographic and pathologic data support the 
separation of rheumatic pneumonitis into a specific 
entity. —Robert Turell, M.D. 


Tracheostomy Today. TERENCE CAWTHORNE, AUSTIN 
E. WHEATLEY, BERYL D. Corner, A. CRAMPTON- 
Smit, and Others. Proc. R. Soc. M., Lond., 1959, 52: 
403. 


THIs SYMPOSIUM was conducted by a panel of nine 
physicians and surgeons on various aspects of tra- 
cheostomy. 

Cawthorne, Hewlett, and Ranger tell that tracheos- 
tomy was first performed in Rome in the first century 
B.C. By the sixteenth century, Fabricius of Padua de- 
scribed it as the foremost of all the surgical operations, 
The term tracheotomy was used by Fienus in 1649, 
and the term tracheostomy was first suggested in 1938 
by Negus to describe a maintained opening in the 
trachea. 

Prior to 1930, tracheostomy was used to relieve 
respiratory obstruction at or above the larynx. Subse- 
quent to that date it has been used for the respiratory 
insufficiency of poliomyelitis and as an alternative to 
repeated bronchoscopy for removal of secretions. 

Certain pitfalls should be avoided at the time of re- 
moval of a tracheostomy tube. If the tube has been 
cuffed and the laryngopharynx partially paralyzed, a 
pool of saliva will occupy the larynx and the part of 
the trachea above the tube. In consequence of this, 
the larynx will lose its normal protective cough reflex 
and may require time to redevelop this function. Fur- 
thermore, if respiration has been impaired and the 
cough weakened, the patient will have become de- 
pendent on artificial alternatives to coughing. For 
these reasons it is wise not to remove a tracheostomy 
tube until the patient can sleep through the night with 
it completely corked. 

Wheatley outlines the advantages of tracheostomy 
in traumatic and inflammatory derangements of the 
respiratory organs. He lists these advantages as: (1) 
stoma for aspiration of secretion, (2) reduction in the 
dead space, (3) decreased resistance to respiration, 
and (4) decreased respiratory rate with improvement 
of the gaseous exchange. He has never regretted per- 
forming a tracheostomy. 

Corner discusses the value of tracheostomy in in- 
fants. He has found it frequently life-saving in laryngo- 
tracheobronchitis. Crampton-Smith reviews an exten- 
sive experience in the treatment of patients with 
respiratory weakness, many of whom require artificial 
ventilation through a cuffed tracheostomy tube. 

Lewin points out that in the treatment of head in- 
juries tracheostomy is no substitute for good nursing 
care. He states that in the majority of patients the air- 
way can be maintained safely for indefinite periods by 
means of ordinary nursing measures. He believes that 
one of the benefits of the increased use of tracheostomy 
has been the attention it has drawn to the main- 
tenance of an adequate airway in all unconscious pa- 
tients. In the early period after severe head injuries, 
an endotracheal tube can maintain the airway for as 
long as 12 hours, at which time the necessity for tra- 
cheostomy may be determined to better advantage. 
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In a 10 year experience at the Radcliffe Infirmary, 
Oxford, England, 5,000 consecutive patients with 
head injury were admitted. The over-all mortality 
was 5.3 per cent. In that time, 100 tracheostomies 
were performed. , 

Early indications for tracheostomy in this group 
were: (1) a patient with a grave head injury, from 
which it appeared that he would survive but would 
need prolonged nursing care, in whom there was any 
difficulty with the airway; (2) a fracture of the jaw 
accompanying a major head injury; (3) a chest injury 
accompanying a head injury; (4) a chest disease ac- 
companying a major head injury, and (5) a fracture 
of the femur accompanied by a head injury. 

Lewin does not believe that tracheostomy is an in- 
nocuous procedure and found a major complication 
rate of 8 per cent in his series. He believes that many 
recent developments in the management of head in- 
juries have played a part in lowering the mortality 
and that in selected cases the performance of an early 
and well planned tracheostomy is undoubtedly of 
great value. 

Cole found that in severe cases of tetanus, tracheos- 
tomy is very frequently indicated. Hugh-Jones dis- 
cusses the management of tracheostomies. He points 
out that the normal ciliary flow of mucus is interrupted 
unless the inhaled gases are adequately wetted. Steri- 
lization of the tubing used for aspiration is of the ut- 
most importance. However, the prophylactic use of 
antibiotics in patients with tracheostomy but without 
specific indications for antibiotic administration is to 
be deprecated. He points out the value of the measure- 
ment of arterial carbon dioxide as a reflection of the 
adequacy of ventilation in patients with tracheostomy. 

James emphasizes that the trachea should be en- 
tered low, to avoid subsequent subglottic stenosis; that 
it is usually best to divide the isthmus of the thyroid; 
and that there should be no tension on the trachea, 
even if this requires excision of a portion of the manu- 
brium sterni. —Frank 7. Milloy, M.D. 


Concentrations of Endobronchially Introduced Anti- 
biotics in the Lung, an Experimental Study (Etude 
expérimentale des concentrations pulmonaires en anti- 
biotiques introduits par voie endobronchique). Victor 
Lorian. 7. fr. méd. chir. thorac., 1959, 13: 157. 


ENDOBRONCHIAL ADMINISTRATION of various drugs 
represents an accepted therapeutic method. For ex- 
ample, the value of endobronchially instilled anti- 
tuberculous agents in the treatment of pulmonary 
tuberculosis has been shown. 

The author investigated the problem in mice, 
guinea pigs, rabbits, and man, using streptomycin, 
lsonicotinic acid hydrazide, aureomycin, tetracycline, 
oxytetracycline, erythromycin, penicillin, and sulfa- 
thiazole. Two series of animals were used; one was 
given subcutaneous injections and the other endo- 
bronchial instillation of an equivalent amount of the 
antibiotic. In the guinea pigs and rabbits the trachea 
was exposed and the antibiotic was injected directly. 
In mice the material was introduced by applying a 
drop of the antibiotic into the nostrils. The fact that 
the antibiotics got into the lungs was demonstrated 
with radiopaque materials similarly injected in a con- 
trol series. 
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Determinations were madg of pulmonary and blood 
antibiotic levels at 3, 6, 12, and 24 hours. In humans 
having pulmonary resection, endobronchial instilla- 
tion was made prior to surgery, using the Medras 
tube, and the resected lung was analyzed. Strepto- 
mycin after 4 hours reached levels in the lungs of 
humans and experimental animals up to 20 times 
higher than after parenteral injection. Although after 
24 hours parenterally injected streptomycin was not 
identified in the lungs, concentrations after endo- 
bronchial instillation still were as high as at 3 hours 
after parenteral injection. ‘The blood concentrations 
were equal after both modes of administration. Isonic- 
otinic acid hydrazide, orally or endotracheally, gave 
similar levels in the blood and in the lungs. Higher 
pulmonary antibiotic levels after endobronchial ad- 
ministration were seen with aureomycin, tetracycline 
and oxytetracycline; only a slight difference was seen 
with penicillin; and there was no difference with 
erythromycin and sulfathiazole. 

The author concludes that streptomycin and to a 
lesser degree terramycin diffuse slowly in pulmonary 
tissue and thus endotracheal administration is justified 
to obtain higher pulmonary concentrations. 

On the basis of the available evidence, endobron- 
chial antibiotic administration may be not only of 
therapeutic benefit but also of prophylactic value in 
general surgery and especially in thoracic surgery. 

—Karel B. Absolon, M.D. 


Single or Double Segments of the Lung Occupying a 
Hemithorax: Clinical and Physiologic Evaluation. 
Ricuarp H. OverHo.it, Epwarp A. GAENSLER, and 
James A. Bouaas. WV. England 7. M., 1959, 261: 10. 


DisEASE may destroy all but one or two segments of a 
lung. Often, surgery is imperative, with a choice be- 
tween pneumonectomy and conservation of the single 
or double segment. If there is disease on the opposite 
side, preservation of functioning lung tissue becomes 
especially important. Although lobectomy combined 
with segmental resection theoretically provides max- 
imal preservation of function, it may present more 
formidable technical problems and postoperative haz- 
ards than pneumonectomy. Such added effort and 
risk can be justified only if it can be shown that the 
one or two residual segments contribute significantly 
to the pulmonary economy. 

Because no data are available from the literature 
concerning the clinical course and pulmonary func- 
tion with single-segment or double-segment occu- 
pancy in a hemithorax, a late postoperative study of 
such patients was made. Observations included clin- 
ical status, contribution of the remaining segment or 
segments to total function, the relative “efficiency” 
or ventilation-perfusion relation of this lung tissue 
and the function of these segments in terms of normal 
or predicted performance. The first three observations 
were made by conventional investigative techniques. 
The fourth could be answered only by inference. 

Clinical and physiologic data of this study leave no 
doubt that, in most cases, one or two healthy residual 
segments on one side may contribute greatly to over- 
all functional capacity. In patients with intact and 
presumably healthy opposite lungs, preservation of 
one or two segments resulted in greater over-all func- 
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tion than is ever seen after pneumonectomy. A single 
segment was found to contribute as much as 23 per 
cent and two segments as much as 33 per cent to total 
oxygen uptake at rest. In addition, the residual lung 
tissue prevented or greatly reduced mediastinal shift 
to the side of the operation. With contralateral in- 
operable bronchiectasis the share of function of the 
remaining segments did not increase as expected, 
presumably because they, also, were involved by 
disease, which was diffuse throughout all parts of the 
lung. 

After extensive contralateral resection the one or 
two remaining segments made a larger contribution to 
the greatly taxed respiratory economy and, in extreme 
cases, were responsible for nearly half the total 
respiratory work. 

In nearly all cases with functioning residual seg- 
ments, their ventilatory contribution was relatively 
greater than their participation in oxygen uptake. 
This unfavorable ventilation-perfusion ratio may have 
been disturbing in one case. 

The functional contribution of the single and dou- 
ble segments in patients with well opposite lungs was 
greater than that predicted from theoretical con- 
sideration. In 4 cases with extensive disease or resec- 
tion on the opposite side, the residual lung tissue was 
probably necessary for life. 

— Benjamin Goldman, M.D. 


Middle Lobe Syndrome and Syndrome of the Lingula 
(Sindrome del lobo medio e sindrome della lingula). 
M. Gnavi and E. Pansa. Chir. torac., 1959, 12: 21. 


THE AUTHORS REPORT 20 cases of middle lobe syn- 
drome and 4 of the lingula syndrome observed at the 
Institute of Surgical Pathology of the State University 
of Turin Medical School, Turin, Italy, from 1951 to 
1958. 

Both the middle lobe and the lingula (left middle 
lobe) are prone to chronic inflammatory processes 
which may lead to parenchymal fibrosis. This chronic 
inflammation, in most cases, is the result of a bron- 
chial obstruction due to either extraluminal or intra- 
luminal disease. The explanation of this faci lies in 
the anatomic features of the middle lobar bronchus, 
which is long and narrow and rises at an acute angle 
from the main bronchus. It is easy to understand, 
therefore, how readily the bronchial lumen may be 
decreased by any pathologic involvement of the hilar 
lymph nodes or by any intrabronchial plug. The 
causes of the syndrome in the authors’ cases were as 
follows: (1) bronchial stenosis due to specific or non- 
specific lymphadenitis, 7 cases; (2) bronchiectases, 5 
cases; (3) tuberculosis, 2 cases; (4) chronic interstitial 
pneumonia, 2 cases; (5) lung abscess, 1 case; (6) 
tumor, 2 cases (1 adenoma and 1 carcinoma); and 
(7) echinococcus cyst, 1 case. 

The clinical picture consists of repeated episodes 
of bronchial pneumonia or “‘cold” constantly accom- 
panied by cough that may or may not be productive. 
The disease is observed with the same incidence in 
both sexes and it is more frequent in the early adult 
life. 

The most important diagnostic means is roent- 
genographic examination of the chest which reveals 
an opacity in the middle lobe. Although the postero- 


anterior projection may be noncontributory, the 
lateral projection is of paramount value in achieving 
the diagnosis; a wedge-shaped opacity pointing to the 
hilus is pathognomonic of this condition. A broncho- 
gram and a laminogram can give further information. 
Bronchoscopy is of value in recognition of a carcinoma 
as a cause of this syndrome. 

The lingula syndrome shares similar causes, although 
with different incidence of the various causative fac- 
tors and symptoms. In 3 of the 4 cases of the present 
series cylindrical bronchiectasis was present, and in 
1 a bronchogenic cyst was found. A chest roentgeno- 
gram in lateral projection is essential for the proper 
diagnosis. 

The only effective treatment is surgery. All of the 
patients of this series were operated upon and there 
were 2 operative deaths. In the remaining 22 cases a 
cure was achieved. — Maria Serratto, M.D. 


Bilateral Extraperiosteal Paraffin Plombage for Pul- 
monary Tuberculosis. R. T. Fox, Wm. M. Less, 
T. W. Suretps, E. DiMarco, and N. Manzo. 7. 
Thorac. Surg., 1959, 37: 783. 


THE AUTHORS PRESENT their experiences with bilateral 
extraperiosteal plombage thoracoplasty for the treat- 
ment of pulmonary tuberculosis. During a 7 year 
period at the Chicago Municipal Tuberculosis Sani- 
tarium, a total of 760 extraperiosteal plombage pro- 
cedures were performed; 46 patients had bilateral 
procedures. The indication for surgery was either bi- 
lateral cavitary disease or extensive infiltrative disease 
persisting after 6 months or more of antituberculosis 
chemotherapy in patients who presented contraindi- 
cation to bilateral resection. In this group were pa- 
tients with residual disease so widely distributed as to 
make adequate resection impossible, those with per- 
sistent endobronchitis, certain patients with positive 
sputum with resistant organisms, and those whose 
general physiologic status would place them in an ex- 
tremely high risk group if resection were to be per- 
formed. 

There was no mortality in the bilateral group, and 
the morbidity was minimal. Ali but 3 patients left the 
sanitarium. A 1 to 7 year follow-up revealed 70 per 
cent to be alive, “inactive,” and working; 21 per cent 
alive and “‘inactive” but unable to work; 8.6 per cent 
alive with active disease; 6.4 per cent dead of tubercu- 
losis; 8.6 per cent dead of other causes, and 4.3 per 
cent lost to follow-up. Excluding the patients who died 
of other causes, 84 per cent of these patients had suc- 
cessful results and 16 per cent of them were surgical 
failures. 

It was concluded from this study that “salvage” 
cases unfit for pulmonary resection may be greatly 
benefited by the judicious use of bilateral extraperios- 
teal paraffin plombage thoracoplasty. 


Thoracoplasty Before, During, and After Pulmonary 
Resection for Tuberculosis of the Lung (Sulla 
opportunita della torocoplastica prima, durante, 0 
dopo l’intervento diexeresi). L. Lo Scutavo. Chir. torac., 
1959, 12: 94. 


UsING A PERSONAL SERIES of 100 consecutive lobec- 
tomies, the author describes indications, contraindi- 
cations, technique, and results of complementary 
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thoracoplasty performed before, during, or after the 
main operation. 

There'is general agreement that thoracoplasty per- 
formed as a preparatory stage for a subsequent resec- 
tion has little or no place in modern surgery. How- 
ever, in the author’s experience, there are some spe- 
cial situations in which preliminary thoracoplasty is 
of value. These are: (1) poor general condition of the 
patient; (2) discrete contralateral lesions which may 
benefit from a period of collapse therapy for the main 
pathologic condition before definitive surgery; and 
(3) severe involvement of the lobe. 

This preliminary procedure was performed three 
times by the author. Simultaneous thoracoplasty may 
be used to correct an incomplete filling of the residual 
cavity visualized immediately after the resection, thus 
avoiding a second operation. Another indication is 
represented by the accidental opening of a tuberculous 
cavity with subsequent spilling of contaminated mate- 
rial into the pleural cavity. In this case, the associated 
thoracoplasty is a prophylactic measure, in view of the 
likelihood of an empyema. Such a case occurred once 
in the present series. The patient recovered unevent- 
fully with no infection. 

It is the author’s experience that the additional 
operative risk of thoracoplasty is minimal and should 
not restrain the surgeon from proceeding in this man- 
ner. Finally, thoracoplasty performed after resection 
is always a procedure performed to combat the occur- 
rence of complications such as bronchopleural fistula 
and empyema. There were 2 such cases in the author’s 
series. — Maria Serratto, M.D. 


A 2to 9 Year Survey of Chest Surgery for Pulmonary 
Tuberculosis in British Columbia Indians. R. F. 
Lane. Dis. Chest., 1959, 35: 629. 


THE AUTHOR presents his experience with 166 British 
Columbia Indians who underwent major surgery for 
pulmonary tuberculosis. The follow-up period was 
from 2 to 9 years. There were 94 thoracoplasties and 
72 resections of various types. Thirty-three of the re- 
sections required an associated tailoring thoracoplasty. 
In the thoracoplasty group there was a 3 per cent mor- 
tality rate and a 12 per cent morbidity rate. In the re- 
section group the rates were 3 and 15 per cent, respec- 
tively. Bronchopleural fistula was the most common 
and the most serious complication in the resection 
group. Ninety-four per cent of the survivors in the 
thoracoplasty group and 96 per cent of the survivors in 
the resection group were alive and well in the follow- 
up period. Subsequent pregnancy did not affect the 
results. It was concluded that although this group 
showed a fourteenfold morbidity with pulmonary 
tuberculosis, there was a marked tendency for the dis- 
ease to heal when members of the group were given 
adequate therapy. — Thomas Shields, M.D. 


Cavitary Lesions in Sarcoidosis, K. ALBERT HARDEN 
and ANANDESWAR BARTHAKUR. Dis. Chest, 1959, 35: 
607. 


CaviTaRy LESIONS in sarcoidosis uncomplicated by 
tuberculosis are rare. The authors present 3 such cases 
and discuss the possible mechanisms involved in their 
pathogenesis. The first was thought to be a true cavi- 
tary lesion characterized by well defined cavity walls 
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and probably formed by expulsion of hyalinized ma- 
terial. The second was thought to represent emphy- 
sematous bullae and blebs with thin poorly defined 
walls, which might be the result of partial obstruction 
in the bronchi and bronchioles caused by the lesions 
of sarcoidosis in these structures. The third was 
ascribed to ectatic bronchi and cystic bronchiectasis 
related to bronchial and bronchiolar distortion and 
infection. —Thomas Shields, M.D. 


Carcinoma of the Lung, a Review of 628 Cases. 

Davww P. Boyp. Surg. Clin, N. America, 1959, 39: 677. 
AN ANALYSIS WAS MADE of 628 patients with carcinoma 
of the lung seen from 1937 through 1957. Cough, con- 
sidered by many as the most prominent symptom, was 
not a constant finding. Hemoptysis occurred in less 
than 50 per cent of the cases. The diagnosis of car- 
cinoma of the lung was indicated by the roentgen- 
ologist in more than 90 per cent of the cases. Bronchos- 
copy enhanced by cytologic studies made a positive 
diagnosis possible in about one-half of the patients 
studied by these methods, whereas in a significant 
number thoracotomy was necessary to establish a 
diagnosis. 

Histologically proved epidermoid carcinoma (210 
cases) was characterized by primary bronchial in- 
volvement associated with atelectasis, abscess, or 
necrotic cavitation. Undifferentiated carcinoma (168 
cases), adenocarcinoma (62 cases), carcinoma simplex 
(41 cases), alveolar carcinoma (4 cases), and unclassi- 
fied carcinoma (1 case) were found in this order of 
frequency. In 16 per cent of cases a final histologic 
diagnosis was not made or pursued because of such 
obvious conditions as Pancoast’s syndrome or diffuse 
carcinoma. 

A total of 288 patients received conservative treat- 
ment and roentgen therapy. Surgical treatment was 
limited to thoracotomy in 145 cases (23.1 per cent) 
and to pulmonary resection in 195 cases (31 per cent). 
In the clinic at which these patients were treated the 
resectability rate has risen to 36.4 per cent. The 
mortality rate after pneumonectomy was 10.3 per 
cent, and after thoracotomy alone 9 per cent. The 
average survival for all patients was 10.7 months, 
after pneumonectomy 23.3 months, after roentgen 
treatment alone, 7.9 months. Approximately one- 
fourth of the patients with pneumonectomy survived 
for 5 years. —B. Shafiroff, M.D. 


Rhabdomyosarcomas and Pulmonary Metastases (Les 
rhabdomyosarcomes et leurs métastases pulmonaires). 
M. Bariéty, J. Poutet, and Ci. Renaup. 7. fr. méd. 
chir. thorac., 1959, 13: 105. 


THE AUTHORS PRESENT 2 interesting cases of rhabdo- 
myosarcoma with eventual pulmonary metastases. 

The first patient was a 57 year old woman who 
noted a tumor of her biceps. Multiple resections were 
performed during 18 months of repeated recurrences, 
after which the disease disseminated, and the patient 
was found to have pulmonary metastases from which 
she died. 

The second patient was a 23 year old woman with 
a tumor of her thigh. This was resected but recurred. 
The second recurrence coincided with pregnancy, and 
and at this time she had widespread metastases to the 





local area and lymph nodes and pulmonary metas- 
tases. She also died. 

The authors point out that rhabdomyosarcomas 
are insensitive to radiation and that the presence of 
pulmonary metastases excludes any chance of sur- 
gical cure. —J. Gordon Scannell, M.D. 


HEART AND PERICARDIUM 


Experimental Arteriographic Techniques in the 
Study of the Coronary Arteries (Tecniche arterio- 
grafiche sperimentali nello studio delle arterie coro- 
narie). L. D1 GuGuiieLmo, V. Baupricui, F. Cou- 
COURDE, and A. Scuirino. Radiol. med., 1959, 45: 401. 


THE AUTHORS DESCRIBE their personal technique in 
the study of the coronary arteries in 73 dogs, on 
which were performed 223 thoracic aortographies for 
the visualization of the coronary system. 

A rather bulky catheter is introduced in retro- 
grade direction through the common carotid artery 
and ascending aorta as far as the semilunar valves 
(until their beating can be felt) and then withdrawn 
0.5 cm. before injection of the opaque material. The 
material most frequently employed has been the 
tri-iodate urografin (methylglucamin and sodium 
salt of 3,5-diacetylamino-2,4,6-tri-iodo-benzoic acid) 
which has proved to be, on the whole, well tolerated. 

The roentgenographic visibility of the coronary 
vessels, particularly of the finer peripheral ramifi- 
cations of the coronary arteries, can be improved by 
the use of diverse technical expedients. Most promis- 
ing in this respect has been the technique of intra- 
pulmonary hyperpressure in association with adrenal- 
in or adrenalin-like preparations to counteract the 
combined lowering of the blood pressure by the 
intrapulmonary hyperpressure and the hypotensive 
effect of the injection of the opacifying material 
itself. Adrenalin and its congeners do not seem to 
produce any marked contraction (spasm) of the 
coronary arteries during this process. Other methods 
of producing hypotension in the coronary circulation, 
such as massive bloodletting, have not: been shown 
to possess practical significance. 

The roentgenographic work was supplemented by 
contemporaneous studies of the arterial pressure and 
the blood flow. The studies of blood flow, obtained 
with a special ‘“‘micro-thermistor” passed through a 
jugular vein into the coronary venous sinus, measure 
the cooling effect of the blood on a supraheated 
electrode. Such study is still in its incipiency, but in 

eneral affords a graphic curve that seems to con- 
orm rather closely to the blood pressure curve. These 
two measuring methods ¢.;ment the modifications 
produced by the injection of the opaque material and 
at a later period than the roentgenographic ex- 
posures, thus expressing more completely the real 
conditions present in the roentgenographically visua- 
lized vascular elements. 

The modifications present on the electrocardiogram 
suggest cardiac infarction. In one remarkable in- 
stance in which the right coronary artery accidentally 
received an overdosage of the opacifying medium, 
the roentgenograms did exhibit a typical appearance 
of infarction of the entire right myocardium; how- 
ever, the animal lived, and an examination made 5 
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days later showed absence of all evidence of infarction, 

This, of course, introduces the matter of the dam- 
ages to be anticipated in the use of thoracic aortogra- 
phy. The authors’ experience indicates that these 
damages concern chiefly the effects of the opaque 
medium on the central nervous system rather than 
on the cardiac circulatory and muscular components, 
Thus it would seem expedient primarily to protect 
the brain against too massive contact with the opacify- 
ing material. This protection can be partially achieved 
by the addition of an inflatable balloon to the in- 
jecting catheter which could obstruct the cephalad 
flow of the opacified arterial blood. However, the 
authors believe that this method is too dangerous for 
application to the examination of the human; they 
suggest that this obstruction should at most be only 
partial. 

The damage to be expected seems to be pro- 
portional to the quantity and concentration of the 
opaque substance injected. It seems advisable to re- 
duce insofar as possible the amount of opacifying 
material introduced during the individual experi- 
ment. Nevertheless, the introduction of two or three 
doses of the opacifying medium at intervals of ap- 
proximately 20 minutes is well tolerated by the dog, 
and this animal may be re-examined with impunity 
after an interval of several days. 

— John W. Brennan, M.D. 


Simple Methods in the Diagnosis of Congenital Heart 
Disease. R. Asutey. Brit. 7. Radiol., 1959, 32: 355. 


A REVIEw is presented of some of the diagnostic signs 
in congenital heart disease that are provided by plain 
roentgenography and fluoroscopy. Five hundred and 
eleven selected children with congenital heart disease 
are analyzed with special reference to localization of 
left-to-right shunts and the diagnosis of pulmonary 
stenosis, with and without associated shunts; complete 
and partial transposition of the great vessels; single 
ventricle; truncus ateriosus; and tricuspid atresia. 
Tables, diagrams, and reproductions of roentgeno- 
grams are employed. 

For example, in ventricular septal defects the 
aorta is small, the right ventricle is enlarged, the left 
ventricle is large, but the right atrium is not, and all 
such patients had plethoric lungs. In this series a 
diagnosis of septal defect could be made in the major- 
ity, but its localization to interventricular was possible 
in only about one-half of the patients. Fluoroscopy 
proved to be of the greater value in most instances in 
separating the heart from the thymus, in assessment 
of heart size and left atrial size, and as an aid in timing 
and positioning spot films. 

This interesting study and the detailed material is 
worthy of careful reading and further study. 

—Gabriel P. Seley, M.D. 


The Use of Amyl Nitrite in the Differentiation of 
Fallot’s Tetralogy and Pulmonary Stenosis with 
Intact Ventricular Septum. L. VocE.poet, V. 
ScurirE, M. NELLEN, and A. SwANEPOEL. Am. Heart 
J.» 1959, 57: 803. 


PULMONARY STENOSIS with intact interventricular 
septum is characterized by a prolonged murmur 
occurring late in systole and extending beyond the 
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aortic second sound. The more severe the stenosis, the 
longer and later the murmur. In tetralogy of Fallot, 
the murmur reaches its maximum at midsystole and 
ends before or at the aortic second sound. In contrast 
to stenosis without interventricular defect, the mur- 
mur becomes shorter and earlier as the stenosis be- 
comes more severe. 

Despite these contrasts, findings are often similar 
or overlap enough to be confusing. Accurate diag- 
nosis is essential to proper surgical planning. 

For easier differentiation of these two conditions, a 
harmless procedure is presented that can be used at 
the bedside or during catheterization. It is based on 
the effect of amyl nitrite inhalation on the loudness 
and length of the systolic murmur. To test the meth- 
od, 22 cases of Fallot’s tetralogy, 12 cases of pulmonary 
stenosis without interventricular defect, and 3 cases 
of infundibular stenosis without interventricular de- 
fect were studied. Definite proof of the status of the 
interventricular septum by surgery or other specific 
clinical methods was available in each case. 

On each patient control readings of right ventricu- 
lar and systemic blood pressures were recorded, along 
with a high-frequency phonocardiographic tracing. 
Amy] nitrite inhalations were given for 15 seconds as 
recordings were continued and readings usually re- 
turned to normal within 4 minutes, after which the 
amyl] nitrite inhalations were repeated. 

In the Fallot’s tetralogy cases, amyl nitrite caused 
an average fall of 19 mm. Hg in the systemic systolic 
blood pressure and an average fall of 15 mm. Hg in 
the right ventricular systolic pressure. There was 
marked tachycardia and cyanosis. These gradually 
subsided as the systemic and right ventricular pres- 
sures returned to normal during the next 4 minutes. 

The amyl nitrite had a marked effect on the pul- 
monary systolic murmur, which became temporarily 
shortened and of less intensity in every case, a change 
detectable both by ear and by the phonocardio- 
graphic tracing. 

In cases with pulmonary or infundibular stenosis, 
the amyl nitrite caused an average fall of 50 mm. Hg 
in the systemic systolic pressure, and, within 10 sec- 
onds, an average rise of 58 mm. Hg in the right 
ventricular pressure, in marked contrast to the con- 
stant fall seen in tetralogy. During and after inhala- 
tions, the pulmonic murmur became louder and more 
prolonged, again in contrast to the murmur changes 
in tetralogy. 

The amy]! nitrite effect is explained by the sudden 
release of peripheral resistance, which results in an 
increased venous flow to the right side of the heart 
and a resultant rise in right ventricular pressure. 
With the larger volume of blood and the tachycardia, 
each ventricular contraction forces greater volumes of 
blood through the narrowed outlet at greater speeds, 
hence the striking increase in the intensity of the 
resultant murmur. 

In Fallot’s tetralogy, however, the defect in the 
interventricular septum prevents pressure from build- 
ing up in the right ventricle. Instead the right ven- 
tricular pressure drops, because of its close pressure 
relationship to the systemic pressure through the de- 
fect in the septum. This pressure fall results in short- 
ening and softening of the murmur. 
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The test is of value in cases of acyanotic tetralogy of 
Fallot in which the clinical, electrocardiographic, 
roentgenographic, and catheter findings may be iden- 
tical to pulmonary stenosis with no septal defect. It 
may be performed at the bedside with interpretation 
by study of the behavior of the murmur or during 
catheterization with interpretation by study of pres- 
sure changes. —Stanley W. Tuell, M.D. 


Cardiac Tamponade as a Complication of Left Heart 
Catheterization. Kamra P. Sinna and Epwarp A. 
Fitcu. 7. Thorac. Surg., 1959, 37: 720. 


CARDIAC TAMPONADE as a complication of catheter- 
ization of the left side of the heart has been reported 
and the authors present 2 additional cases with un- 
usual features. 

Case 1. A 24 year old white male entered the hos- 
pital with a history suggestive of rheumatic heart 
disease. Suprasternal aortography was performed to 
rule out aortic regurgitation. No regurgitation was 
found but a bicuspid aortic valve was suspected. 
Catheterization of the left side of the heart was then 
performed through a posterior percutaneous ap- 
proach. On the third attempt a chamber was entered 
which was thought to be the left atrium. Bradycardia 
and a generalized convulsive seizure followed. Failing 
cardiac action prompted an immediate left anterior 
thoracotomy. A massive hemopericardium was evacu- 
ated and cardiac massage instituted. Persistent oozing 
was noted and a transternal bilateral thoracotomy 
completed. A rent was noted in the aortic sinus which 
was closed by suture. After a stormy course the pa- 
tient recovered. 

Case 2. A 43 year old woman entered the hospital 
because of generalized edema and weakness. After a 
complete series of physical and laboratory examina- 
tions three diagnoses were entertained including (1) 
mitral stenosis with tricuspid insufficiency, (2) con- 
strictive pericarditis, and (3) essential pulmonary 
hypertension. Catheterization of both sides of the 
heart was contemplated. On catheterization of the 
right side, right ventricle and pulmonary artery pres- 
sures were elevated but no shunt was observed. 

Catheterization of the left side of the heart was 
attempted and the needle went into the aorta. The 
needle was withdrawn and in the second attempt it 
entered the left atrium and then the left ventricle. All 
pressures were obtained and no gradient across the 
mitral or aortic valves shown. That evening cardiac 
tamponade developed which was relieved by peri- 
cardial paracentesis (400 c.c.). Another episode was 
followed by cardiac arrest. Thoracotomy was per- 
formed and about 200 to 300 c.c. of blood and blood 
clots noted in the pericardial cavity resulting from 
puncture of the aorta. Cardiac massage was instituted 
but the patient died. Autopsy revealed pulmonary 
hypertensive disease but no evidence of constrictive 
pericarditis was found. 

In both these cases the technique employed was 
Fisher’s modification of Bjork’s procedure. In aortic 
valve disease and in cases of mitral valve disease with 
a normal sized left atrium, puncture of the aorta is 
not uncommon. Brock no longer employs this pro- 
cedure in aortic valve disease, but punctures the left 
ventricle directly by means of an anterior approach 
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and measures the gradient by putting a Courmand 
needle in the brachial artery. 

The first case herein presented had a puncture of 
the aorta followed by a tear and cardiac tamponade. 
The first case of this type of injury was reported by 
Bjork but his patient died. In case 2 the tamponade 
developed slowly and thoracotomy failed to save the 
patient. In transthoracic suprasternal aortography 
the aorta is entered at its root in the extrapericardial 
thicker portion of the aortic wall and the danger of 
cardiac tamponade is not present. The inherent 
danger of unintentional aortic puncture during cathe- 
terization of the left side of the heart in cases of nor- 
mal-sized left atrium must be emphasized. Prompt 
surgical action to relieve the tamponade and suture 
the aortic tear is indicated. In view of these accidents 
one should be very strict about the indications for 
catheterization of the left side of the heart and limit 
this procedure to those cases that must have these 
measurements prior to surgical correction of a remedi- 
able defect and not for pure diagnosis. 

—Gabriel P. Seley, M.D. 


The Place of Extracorporeal Circulation in the Treat- 
ment of Congenital Cardiac Anomalies, 124 Oper- 
ations (La place de la circulation extracorporelle dans 
le traitement des cardiopathies congénitales, 4 propos 
de 124 interventions). CHARLES Dusost and Pu. 
BLonpEAu. Mem. Acad. chir., Par., 1959, 85: 363. 


For 76 PATIENTs a bubble-type oxygenator was used 
and for 48 patients a rotating disc-type oxygenator. 
Since the authors had 5 deaths attributable to the 
latter, it was discarded. In the 124 patients operated 
on the mortality was 26 per cent, with the highest 
mortality in pulmonary stenoses with an intact inter- 
ventricular septum. On the contrary, interatrial de- 
fects, with or without an abnormal pulmonary venous 
return, had a mortality of only 7 per cent. In the 
repair of interventricular defects, atrioventricularis 
comunis, and tetralogy of Fallot anomalies mortality 
rates of 21.4 per cent, 31 per cent, and 33 per cent, 
respectively, were registered. 

Pulmonary hypertension is the principle menace in 
the treatment of interventricular defects. The patho- 
physiology of this process is discussed. Whereas 6 of 9 
patients with pulmonary hypertension died, without 
pulmonary hypertension the mortality was only 5 per 
cent in infants of 3 years and older. Procedures in 
very small infants add to the mortality because of 
small size of the anatomic structures, difficulties with 
perfusion equilibration, etc. In general, these pa- 
tients can be carried safely through the first 18 to 24 
months with antibiotics, at which age they are elected 
for operation. 

Median sternotomy is preferred by the authors; 
and postoperative tracheotomy and the use of a 
respirator are emphasized as aids in combating the 
major postoperative respiratory complications. 

Only small interventricular defects are closed by 
direct suture; otherwise, compressed ivalon is utilized. 
Arrest with potassium citrate or anoxia was used to 
advantage. 

Direct vision and total correction of Fallot’s tetra- 
logy is advocated. For enlarging the pulmonary out- 
flow tract the authors utilize homologous aorta. 


Auriculoventricular dissociation may occur in any 
case of closure of an interventricular defect. Anoxia or 
metabolic or traumatic disorders may be its cause. 
Even careful suture of an ivalon prosthesis into the 
defect will not always prevent its occurrence. In 
patients with such complications, isuprel is tried 
first; but the electrodes of a pacemaker are implanted 
in any case, one into the right ventricle, the other 
into a more superficial plane. 

Even though hypothermia is adequate for repair of 
uncomplicated interatrial septal defects, preopera- 
tive workup commonly leaves an anomalous venous 
drainage or other associated anomalies undiscovered. 
The use of a heart-lung apparatus, therefore, is in- 
dicated even in such patients. Blood from the 
anomalously draining pulmonary vein must then be 
directed into the left atrium, using an ivalon curtain; 
this procedure is easy enough technically, but it 
requires more time than is provided by hypothermia 
techniques. 

In cases of pulmonary hypertension associated with 
interventricular septal defects, such defects are closed 
with an ivalon plug with a 5 mm. opening; the open- 
ing will thrombose in 5 to 6 weeks, causing a gradual 
closure. 

In 7 cases of isolated valvular stenosis or in associa- 
tion with an interatrial defect there were no deaths. 
In 11 patients with infundibular stenosis only 2 cures 
were achieved. An inability to establish an adequate 
outflow tract handicapped most patients. 

One of 2 patients with a ruptured aneurysm of the 
sinus of Valsalva was cured. Ivalon was used to con- 
struct a new septum in a case of single ventricle, but 
the patient did not survive. 

—Karel B. Absolon, M.D. 


The Clinical Evolution of Shunt Operations for 
Morbus Caeruleus: Results of 150 Operations, in a 
Long Term Follow-Up. C. A. Manaim, C. L. C. 
van NIEUWENHUIZEN, H. A. H. D’HEER, and F. 
Stoorr. Am. Heart 7., 1959, 58: 13. 


THE CLASSICAL OPERATIONS of Blalock, Potts, and Brock, 
which have been used for more than 10 years in 
treating the tetralogy of Fallot, are purely sympto- 
matic. Their aim is to augment the pulmonary circu- 
lation in order to increase the oxygenation of the 
blood. However, they do not, properly speaking, cor- 
rect the malformation. In fact, with the procedures of 
Blalock and Potts a fifth malformation is created ina 
heart that already has four. It is well known that an 
operation which creates an artificial ductus arteriosus 
must, in the long run, produce a significant overload- 
ing of the heart. In any event, the immediate benefits 
of the operation, insofar as the general status of the 
patients and the amelioration of the cyanosis are con- 
cerned, are so evident that the undeniable usefulness 
of this type of operation is universally recognized. 
This article reports a study of the long term results 
of 150 operations for congenital cyanosis in 141 pa- 
tients. All living patients, except one, were re-exam- 
ined in 1956 or 1957. A preoperative prognosis was 
made, taking various factors (age, hemoglobin con- 
tent, electrocardiogram, roentgenogram, etc.) into 
account. In those cases having a favorable preopera- 
tive prognosis, 90 per cent had good postoperative re- 
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sults, one-third of which were excellent, the mortality 
being 4 per cent. The mortality was 10 times higher in 
cases with unfavorable preoperative prognosis. The 
cases in which the Potts operation was performed were 
the most successful. The successful postoperative re- 
sults obtained from the three operations (Potts, Bla- 
lock, and Brock procedures) were seen to be durable 
during the years that followed. In general, the post- 
operative modifications in the clinical signs, the elec- 
trocardiograms, and the roentgenograms were stabil- 
ized within the first 2 years after the operation. Some 
patients, even after a period of several years, were 
considered to have normal cardiac function, accord- 
ing to their performance in a cardiac function test. 
— Benjamin Goldman, M.D. 


The Association of an Interatrial Defect and an Ab- 
normal Right Pulmonary Venous Return (L’as- 
sociation d’une communication interauriculaire et 
d’un retour veineux pulmonaire droit anormal). Cu. 
Dusost and Px. BLonpEAu. Ann. chir., Par., 1959, 13: 
487. 


UsING EXTRACORPOREAL CIRCULATION, the authors 
have in 9 cases corrected an atrial septal defect and 
an abnormal pulmonary right atrial venous return. 
As the commonest pattern, found in 6 cases of a 
high interatrial defect, the pulmonary veins entered 
the right atrium in close conjunction with the superior 
vena cava. Diagnostically, this condition is easily de- 
fined by cardiac catheterization, but if the interatrial 
communication should not be revealed, one must sus- 
pect its existence. Intracardiac surgical correction 
was completed in 25 to 40 minutes, using a Lillehei- 
Dewall apparatus for children and a Melrose type 
for adults. An ivalon patch was sewn over the defect 
in such a fashion as to direct the pulmonary return 
through the defect into the left auricle. Associated 
abnormalities of the mitral and pulmonary valves 
were dealt with at the same time. Of 4 children and 2 
adults corrected in this fashion, all had good results 
except 1 child who died 48 hours after the operation. 
In the remaining 3 cases the position of the inter- 
atrial defect was variable, and when the pulmonary 
return was high and the defect low, larger ivalon 
patches were required to effect closure and diversion 
of the pulmonary flow into the left atrium. Case 
summaries, photographs, and line diagrams detailing 
the anatomic defects back up the remarks and con- 
clusions of the authors. © — John H. Wulsin, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Relationship of Peptic Esophagitis to Spontaneous 
Rupture of the Esophagus. JouN Dorsey, 
Rosert P. Hour, and Tuomas E, Lynn. Arch. Surg., 
1959, 78: 878. 


SPONTANEOUS RUPTURE OF THE ESOPHAGUS is a serious, 
often fatal condition unless promptly operated upon. 
Usually there is an abrupt onset with vomiting, as- 
sociated severe lower substernal or upper abdominal 
pain, and shock. Rupture usually occurs at the in- 
ferior end of the esophagus on the left. This condition 
may be confused with more frequently encountered 
conditions in the thorax or upper abdomen. Later, 
the features of mediastinitis, usually with hydropneu- 
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mothorax, predominate. The fulminating course and 
high mortality make early operation urgent. 

There were no cases reported prior to 1946 in the 
Evanston Hospital, Evanston, Illinois, but 9 since that 
time. The authors trace the background of this condi- 
tion since it was first described in 1724. Etiologically, 
it is agreed that rupture of the esophagus results from 
an abrupt onset of excessive pressure within the eso- 
phagus, frequently associated with vomiting, and 
preceded by excess in eating or drinking. Others have 
suggested that the rupture may be due to a failure of 
the esophagus to relax in the normal manner, an 
extrinsic obstruction, fatigue of the vomiting center, 
angulation of the esophagus, thinning of the eso- 
phageal muscles, entrance of vessels and nerves, less 
external esophageal support, or other factors. How- 
ever, it has been well authenticated that local esoph- 
agitis and ulceraticn will weaken the esophagus and 
predispose to rupture. 

Over 75 per cent of the reported patients have been 
male and most were more than 40 years old. Onset is 
usually so sudden that some form of poisoning is con- 
sidered. The vomitus may be blood tinged and there 
may be a sensation of something “giving away.” The 
pain may be minimal but is usually “‘knife-like” with 
increasing severity and is rather refractory to anal- 
gesics. The pain may radiate to the back and is usu- 
ally aggravated by breathing and accentuated by 
trying to swallow food or fluid. The patients appear 
critically ill with restlessness, apprehension, and some 
degree of shock. Dyspnea is present and cyanosis com- 
mon. Early, physical findings in the chest are first 
normal, then variable, Evidence of pleural effusion, 
pneumothorax, hydropneumothorax, or pneumonitis 
are found later. A superior mediastinum syndrome 
may occur. Subcutaneous emphysema in the neck is 
an extremely important diagnostic clue. The physical 
findings in the upper part of the abdomen may, how- 
ever, lead to a diagnosis of intra-abdominal per- 
forated viscus. 

Differential diagnosis includes coronary occlusion, 
dissecting aneurysm of the aorta, pulmonary em- 
bolism, spontaneous pneumothorax, incarceration of 
a diaphragmatic hernia, perforated peptic ulcer, acute 
pancreatitis, and mesenteric thrombosis. 

A chest roentgenogram is the most valuable labora- 
tory test and will show an abnormality in 90 per cent 
of the cases. Roentgenographic demonstration of an 
esophageal fistula with contrast material confirms an 
esophageal tear but a converse finding does not rule 
it out. Aspiration of gastroduodenal contents from the 
pleural cavity also establishes the diagnosis. 

Treatment of spontaneous esophageal rupture con- 
sists of a prompt thoracotomy and surgical repair of 
the esophageal tear, combined with adequate drain- 
age of the mediastinal and pleural spaces and com- 
prehensive supportive therapy. Rupture commonly 
occurs at the inferior end of the esophagus as a linear 
slit. Attempt at closure is practically always advisable; 
however, if the patient has survived the initial days 
without operation, surgical drainage of the involved 
pleural space may prevent a fatal outcome. Postopera- 
tive complications include empyema, mediastinitis, 
and breakdown of the esophageal repair, and, sec- 
ondarily, stricture at the site of repair. 


Nine cases of spontaneous rupture of the esophagus 
are reported. In 4, the diagnosis and operative repair 
were made. All of these patients survived. One was 3 
days old and is apparently the youngest case recorded. 
In the other 5 cases the diagnosis of esophageal rup- 
ture was established at autopsy. Empyema developed 
in 2 of the surgically treated patients as an early post- 
operative complication, and an esophageal stricture, 
that has been satisfactorily treated by dilatations, 
later developed in 1 patient. Two instances of severe 
peptic esophagitis were found in this series, and the 
authors believe it to be a significant predisposing 
factor. —David E. Hallstrand, M.D. 


Experiences with Dilatation of the Esophagus Fol- 
lowing Surgery for Esophageal Atresia. Lewis E. 
Morrison. Ann. Otol. Rhinol., 1959, 68: 580. 


TuHIs REPORT is based on a study of 109 congenital 
lesions of the esophagus. Primary repair is performed 
as soon as the diagnosis is established. This is followed 
within 2 days by gastrostomy and the insertion of a 
nasogastric string. The former provides protection of 
the esophageal suture line, obviates stricture forma- 
tion, and permits rapid nutritional recovery. The 
nasogastric string is necessary to maintain a lumen and 
guide for esophageal dilatation. 

Gastrostomy feedings are maintained for 7 days 
after which oral feedings are started. The gastrostomy 
tube is removed and the opening is allowed to stenose 
around the string. Retrograde dilatation begins early 
with a No. 12 French bougie. Treatment is continued 
on an outpatient basis until a No. 34 French dilator 
can fit snugly into the esophagus. About 70 per cent 
of the babies required less than 12 dilatations, 24 per 
cent dilatation at periodic intervals for a period of 1 
year, and 6 per cent required prolonged dilatation. 
Oral dilatations are done with Salzer or Hurst dilators 
while the nasogastric string is still in place. It is 
estimated that the esophagus of a normal 6 months 
old infant should allow insertion of a No. 36 French 
Hurst bougie. Although esophagograms may show 
marked anatomic deviation, functional swallowing 


can be good. —B.G. P. Shafirof, M.D. 


The Treatment of Megaesophagus (O problema do 
tratamento do megaeséfago). RApovir Antonio Dos 
Santos. Rev. brasil. cirurg., 1959, 37: 485. 


In A7 YEAR PERIOD, 151 patients with megaesophagus 
were operated on at the Santa Casa de Misericordia in 
Sao Jose do Rio Preto (State of Sao Paulo, Brazil). 
The disease is widespread in that area. Most fre- 
quently, an esophagogastrectomy of Grondahl was 
performed. Although no accurate follow-up was avail- 
able, the small number of patients returning to the 
hospital with relapses attests to the good results of this 
operation. Peptic esophagitis is the most serious com- 
plication of reconstructive procedures and this was 
seen most often after the Wendel operation. 

The author believes that the treatment of choice is 
dilatation, by means of which it is possible at least to 
control nearly all patients with megaesophagus. The 
patient’s cooperation, however, is essential for this 
procedure and it was rarely obtainable in the popula- 
tion that the author was treating. Because of this, sur- 
gery was frequently resorted to. 
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The author reports 2 cases in which a partial eso. 
phagectomy was performed directly through an ab. 
dominothoracic approach with good results. Indica- 
tions for this procedure were reflux esophagitis in 1 
case and a recurrence of dysphagia in the other. Both 
patients had been previously operated on by the 
Grondahl technique. The author does not believe, 
however, in the effectiveness of any type of artificial 
valve at the terminal esophagus. 

— Jonas Brachfeld, M.D. 


Traumatic Perforation of the Esophagus. Kart-Axet 
Rretz and Benct WERNER. Acta chir. scand., 1959, 116: 
401. 


THIs REPORT concerns a series of 24 cases of esophageal 
perforation treated at Sabbatsbergs Sjukhus, Stock- 
holm, Sweden, from 1938 through 1957. Seven of 
the perforations were cervical and the remaining 17 
were in the thoracic area. Of the 24 cases, 9 perfora- 
tions were due to esophageal dilatation, 10 to en- 
doscopy, either extractive or diagnostic, and the re- 
maining 5 were caused by foreign bodies. 

The authors list symptoms of cervical perforation 
as including difficulty in swallowing and pain in the 
throat. If infection has occurred and spreads to the 
mediastinum, the pain may be referred to the chest 
and the back. Thoracic perforation may result in 
pain caused by the escape of esophageal and possibly 
gastric contents into the mediastinum and possibly 
the pleura. The patients may actually go into shock 
similar to that accompanying perforated duodenal 
ulcer. The authors state that appreciable respiratory 
distress may occur together with cyanosis if the per- 
foration involves the pleura and gives rise to pneumo- 
thorax. 

A roentgen examination is the most valuable diag- 
nostic aid. Plain films may show subcutaneous em- 
physema or widening of the mediastinum. Thora- 
centesis after administration of a dye given by mouth 
may help. The authors suggest administration of a 
water-soluble iodine preparation in order to demon- 
strate the perforation by roentgenography. 

Three of the 7 cervical perforations in the series 
were treated conservatively. The authors state that 
large cervical perforations seen early should be treated 
by primary suture. If the perforation is of long stand- 
ing and infected, the classical form of treatment is 
cervical mediastinotomy. The authors believe that 
large and small perforations of the thoracic esophagus 
are best treated surgically in the early stages. Thoracic 
perforations in the later stage, with mediastinitis and 
abscess, should be drained by mediastinotomy, and, 
if empyema is present, the pleura should be drained. 

The total mortality in this series was 7 deaths in 
the 24 patients. Four of the 7 patients with cervical 
perforations died, and 3 of the deaths occurred among 
the 17 patients with thoracic perforation. 

—John H. Schneewind, M.D. 


Traumatic Perforations of the Esophagus (Perfuragoes 
traumAticas do esofago). EwaLpo Loureiro. Bol. Col. 
brasil. cirurg., 1958, 32: 270. 


VaRIOUs ASPECTS of cause, diagnosis, and treatment of 
traumatic perforation of the esophagus are disc 
in the light of an experience with 6 cases. Of these, 4 
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occurred in adults (3 in males). In 2 of the male pa- 
tients, the cause was esophagoscopy; in the third, no 
cause could be established. In the female patient, the 
lesion was produced by a Hurst sound during the 
dilatation of a low stenosis. The other 2 cases occurred 
in children, both females 2 years old; the accident was 
attributed to a Tucker sound, and the diagnosis was 
made late, after pulmonary complications. 

In all the cases it was necessary to resort to surgery. 
In 3 of the interventions a cervical mediastinotomy 
was performed and in the other 3 the chest was 
opened. In only 1 of the latter was a true thoracotomy 
performed, with immediate suture of the esophagus; 
in the others only drainage of the empyema was 
carried out. 

There was only 1 death, in a diabetic patient, which 
was attributed to intercurrent disease, namely, 
cerebral vascular accident. 


— Jonas Brachfeld, M.D. 


Primary Tumors and Cysts of Mediastinum. Wan 
TEH-HSING, JEN Cw’ANG-YU, and SHin MéEt!-nsin. 
Chin. M. F., 1959, 78: 424. 


THIS REPORT REVIEWS the experiences of the authors 
with 62 cases of primary mediastinal tumors and cysts 
treated at the Chung Shan Memorial Hospital of the 
Shanghai First Medical College, Shanghai, China, 
during a period of 10 years ending in March 1957. 

There were 10 cases of teratoid tumor, 2 cases of 
bronchogenic cysts, 22 of neurogenic tumor, 12 of 
thymomas, 10 of lymphosarcoma, and 6 of various 
other types of tumors. Of the 62 cases, 20 were malig- 
nant and 42 benign. Surgical excision of the tumor 
= carried out in 44 cases with one postoperative 

eath. 

Primary mediastinal tumor is a disease of moderate 
rarity and its true incidence has not been properly 
determined. With the recent development in diag- 
nostic methods and, in particular, the widespread use 
of mass chest survey in antituberculosis work and 
routine chest screening in hospitals, the number of 
cases of primary mediastinal tumors is apparently 
increasing. 

With the exception of lymphosarcomas, all primary 
mediastine! tumors should be given the benefit of 
early surgical intervention. Lymphosarcoma can 
usually be recognized by its clinical characteristics 
and is probably best treated with deep roentgen 
therapy. Although many mediastinal tumors present 
certain characteristics on roentgen examination, a 
definitive diagnosis is not possible without the aid of 
surgical exploration and histologic study. It is true 
that, in general, malignant mediastinal tumors, owing 
to the rapidity of growth and the tendency to infiltrate 
the surrounding structures, are more apt to produce 
symptoms of compression; benign tumors, on the 
other hand, may grow to a huge size without produc- 
ing any symptoms. Unfortunately, early malignancy, 
which is not rare, may also be silent. Thirty-two of the 
62 patients had various symptoms on admission, and 
14 of these had malignant growths. The remaining 30 
patients were symptom free and 6 of these had malig- 
nant tumors. 

The mediastinum contains many vital structures, 
and any space-occupying lesion, even perfectly benign 





SURGERY OF THE THORAX 551 





in nature, may interfere with the vital function of 
these structures as well as produce infection and 
hemorrhage. With present thoracic surgical develop- 
ments, certainly excision of mediastinal tumors has 
become a relatively safe and simple procedure. 

— James H. Holman, M.D. 


MISCELLANEOUS 


ee Small Thoracotomy in Idiopathic Pleural 
Effusion. F. T. Lanspen and W. H. Fator. 7. Am. 
M. Ass., 1959, 170: 1375: 


Tue TERM “pleurisy with effusion” has come to be 
used synonymously with tuberculous pleurisy. In 
approximately 50 per cent of patients with an idio- 
pathic effusion active pulmonary tuberculosis will de- 
velop within 5 years if the effusion is not treated. These 
figures may be representative in the younger age 
groups but it is both unfair and unwise to assume that 
all sterile pleurisy is caused by tuberculosis, especially 
among older persons. Other causes of pleural effusion 
are numerous, and in the older age group multiple 
causal factors must be considered and a strong suspi- 
cion of primary and metastatic malignant lesion enter- 
tained. 

Pleural effusion is frequently an initial sign of a dis- 
ease process but its cause is often obscure and recog- 
nized only with the later appearance of more obvious 
signs of the disease. Initial diagnostic laboratory pro- 
cedures for idiopathic pleural effusion should include 
bacteriologic studies of the centrifuged residue of the 
entire mass of aspirated fluid. Bronchoscopy with as- 
piration biopsy and transbronchial subcarinal lymph 
node biopsy sometimes provides an answer. Local ex- 
cision of a scalene mediastinal lymph node is easily 
accomplished under local anesthesia and many times 
is a useful diagnostic procedure. Intradermal tests and 
examinations of sputum for pathogens and neoplastic 
cells are other obvious laboratory studies. 

If the cause remains obscure after application of 
these steps, surgical exploration of the pleural space is 
both indicated and desirable. Exploratory thoracot- 
omy with pleural biopsy was performed in 17 pa- 
tients who had idiopathic pleural effusions and in each 
case the operation was performed because the usual 
procedures as mentioned above had failed to settle the 
diagnosis. The thoracic cavity was entered through the 
sixth, seventh, or eighth interspace on the appropriate 
side, and in each instance the size of the incision was 
held to a minimum of 6 or 8 inches. In all cases the 
incision was of sufficient size to allow introduction of 
the examining hand plus a small self-retaining retrac- 
tor. The thoracic cavity could then be explored with 
ease, and adequate biopsy specimens of involved por- 
tions could be taken. In the event that definitive sur- 
gical treatment was indicated, the incision could readi- 
ly be extended to permit adequate manipulation of 
the thoracic contents. Exposure was usually sufficient 
to establish a diagnosis and yet produce a minimum 
of postoperative distress. This limited thoracotomy, 
established in as dependent a portion of the thorax as 
was consistent with the location of the effusion, was 
termed a “diagnostic small thoracotomy.” 

In 17 consecutive patients, the pathologic diagnoses 
proved by small thoracotomy were postpneumonic 








effusion in 7, carcinoma in 6, sarcoma in 1, tubercu- 
losis in 2, and lymphoma in 1. 
— James H. Holman, M.D. 


Fat Hernias of the Anterior Portion of the Diaphragm 
(Ueber Fettbrueche des vorderen Zwerchfellteiles). 
G. KarApy and E. SzAnt6. Zbl. Chir., 1959, 84: 849. 


HeErnias in the anterior part of the diaphragm (the 
trigonum sternocostale) are among the rarest of 
diaphragmatic hernias. Most authors consider them 
congenital, although some claim that they may de- 
velop after birth. Pathogenetic factors that may play 
a role are (1) the size, form, and location of the en- 
trance; (2) increased intra-abdominal pressure; and 
(3) the suction of the thoracic cavity. Most cases are 
in women 40 to 60 years old and on the right side. 

The authors report 3 cases. In the first case there 
was difficulty in breathing for 1 year, and repeated 
roentgen examinations showed a slowly growing 
shadow at the right heart-diaphragm angle. The 
patient was admitted with a suspicion of a lung car- 
cinoma. She was quite obese and had a left convex 
scoliosis. Bronchoscopy of the right side yielded con- 
siderable purulent exudate. 

A right-sided posterolateral thoracotomy was per- 
formed in the sixth intercostal space. No pathologic 
condition was found in the lung. The pericardium 
was very fatty. In the sternocostal angle there was a 
fatty mass the size of a woman’s fist. This mass came 
through a slit in the parasternal diaphragm and 
merged with the preperitoneal fat. The fatty mass was 
removed, and the slit was closed with sutures. Histo- 
logic examination showed it to be fatty tissue. The 
patient made a complete recovery. 

Two similar cases are described. 
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There follows a careful anatomic description of the 
trigonum sternocostale and its vicinity. If the peri- 
cardial fatty tissue together with the parietal pleura 
is removed and the diaphragm is pulled down from 
the anterior abdominal wall, one finds deep in the 
sinus the so-called Larrey split which in obese individ- 
uals is filled with fatty tissue. This fatty tissue merges 
without interruption with the preperitoneal fat. 

In the authors’ 3 cases the entrances were normal 
in size. In no cases was there a peritoneal sac and, 
therefore, they were considered as cases of prolapse 
rather than as true hernias. The fact that all 3 cases 
had stalks and that these merged with the preperi- 
toneal fat makes their origin in the preperitoneal fat 
almost certain. These hernias might be compared 
with epigastric hernias in which only preperitoneal 
fat herniates through the linea alba. These cases may 
be the first stage of a real parasternal hernia. There 
was no direct trauma involved, but in 1 case, because 
of a general shaking up, it may be assumed that there 
was a sudden intra-abdominal pressure increase. 

As factors in the cause of these cases one may con- 
sider the general obesity, the curvature of the spine, 
and the sudden increase of abdominal pressure. The 
clinical symptoms included thoracic and cardiac dif- 
ficulties, such as dyspnea, and mixed abdominal and 
thoracic symptoms. Roentgenographic examination 
is important and shows a typical shadow. Comparison 
of repeated films may show a gradual increase in the 
size of the shadow; but preoperative diagnosis is al- 
ways difficult. 

Operation was successful in all of these cases from 
both a prophylactic and a therapeutic aspect. The 
anterolateral approach was very satisfactory. 

—Alfred H. Noehren, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Transabdominal Repair of Esophageal Hiatus Hernia. 
J. Murray Bearpstey. Ann. Surg., 1959, 149: 498. 


Hiatus HERNIA differs from other hernias in that in 
addition to the correction of an anatomic defect, the 
esophagogastric mechanism that controls reflux must 
be considered. 

The diagnosis of esophageal hiatus hernia would 
not seem to present any problem, but many cases are 
missed with a single routine gastrointestinal series. 
The most important feature in roentgenographic diag- 
nosis is for the roentgenologist to think of hiatus hernia 
and look for it. Each roentgenologist will have his 
own method, but placing the patient in the face down 
position, lying over a large abdominal pad to in- 
crease intra-abdominal pressure, may be helpful in 
the more obscure case. 

In demonstrating what he considers to be a new 
technique in repair of hiatal hernia, the author uses 
an upper midline incision, usually with the removal 
of the xiphoid. The incision is angled to the right 
above the umbilicus and the rectus muscle is incised 
and reflected. The left triangular ligament of the 
liver is divided and mobilization of the esophagus is 
effected after which the upper segment of the gastro- 
hepatic ligament is divided to permit exposure of 
the left crus and closure of the crura. A No. 4-0 
silk is used and the first suture placed at the angle 
formed by the right and left crura. This suture is tied 
and traction on it facilitates the placing of the remain- 
ing sutures posterior to the esophagus. The hiatus is 
closed until it barely admits the tip of the finger, 
leaving the esophagus about 2 to 3 cm. below the 
diaphragm and restoring its normal angulation for- 
ward. A few sutures of No. 3-0 silk are frequently 
used to tack the esophagus to the new hiatal opening. 

The abnormally large hiatal opening, esophagitis, 
periesophagitis with shortening of the esophagus, and 
stricture not infrequently present serious problems. 

A series of 82 cases of patients with esophageal 
hiatus hernia who were treated surgically by the 
transabdominal approach is reported. In brief, a 
small symptomatic hernia is easily corrected by clos- 
ing the crura posteriorly, displacing the esophagus 
forward and to the left. Larger openings must be 
sutured anteriorly occasionally excising the sac. When 
there is shortening and rigidity of the lower eso- 
phageal segment from esophagitis, reflux must be 
guarded against by some type of drainage operation 
such as subtotal gastrectomy or vagotomy with gastro- 
enterostomy. The diseased gallbladder and chronic 
peptic ulcer have been dealt with at the time of the 
hernial repair without adding to the morbidity or 
mortality. — Stephen A. Zieman, M.D. 


Meconium Peritonitis (La péritonite méconiale). A. 
Rossier and S, Sarrurt. Ann. ped., Par., 1959, 35: 209. 


Tuts REPORT includes 4 cases of meconium peritonitis 
and a review of the literature. In over 40 per cent of 
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collected cases fibrosis of the pancreas with or with- 
out intestinal atresia is also present. In another 40 
per cent congenital malformations of the intestinal 
tract without pancreatic fibrosis are found, and in 
the remainder of the. cases only an isolated perfora- 
tion of the gut occurs. In all instances an aseptic fetal 
peritonitis develops after intestinal perforation. With- 
in 24 hours after birth the peritoneum becomes con- 
taminated with bacteria. 

The diagnosis may be difficult but is based on ab- 
dominal distention, vomiting, and absent meconium 
in the newborn. An abdominal roentgenogram show- 
ing calcification is diagnostic. The perforation usually 
results from pressure by the meconium, but occasion- 
ally from localized ischemia and congenital abnor- 
malities. 

The authors emphasize the usefulness of hydramnios 
as a sign of intestinal atresia. In 2 of their personal 
cases hydramnios accompanied intestinal atresia and 
meconium peritonitis. Surgical treatment should be- 
gin shortly after birth and should correct the in- 
testinal perforation and the congenital abnormality, 
if present. — John H. Wulsin, M.D. 


GASTROINTESTINAL TRACT 


Data Obtained in the Gastrointestinal Tract with a 
Swallowed Radio Transmitter (Ueber Messergeb- 
nisse mit dem verschluckbaren Intestinalsender im 
Magen-Darmkanal). H. B. Sprunc. Langenbecks Arch. 
klin. Chir., 1959, 291: 80. 


A HIGH FREQUENCY RADIO TRANSMITTER contained in 
a capsule 2.6 cm. long and 0.8 cm. in diameter was 
swallowed in these experiments. The device trans- 
mitted determinations of pH, temperature, or pres- 
sure, as well as changes in position of the capsule, to a 
receiver outside the body for periods longer than 40 
hours, the values being recorded continuously. 

Determinations of pressure and of position in the stomach. 
The swallowed transmitter remained in the stomach 
for periods that varied from experiment to experi- 
ment; sometimes it stayed in the stomach for only a 
few minutes, and sometimes it remained there for sev- 
eral hours. The capsule remained longest in the 
gastric fornix. Rhythmic changes of pressure and 
position in the resting stomach at this site were those 
attributable to breathing. Intrinsic activity of the 
stomach was manifested in the gastric corpus by a 
rhythmic increase of pressure to 10 to 20 cm. of water. 
The period of this rhythm was about 20 seconds. 
This rhythm was lost entirely in the gastroduodenal 
canal, in which pressure waves equivalent to 60 to 
120 cm. and occasionally to 200 cm. of water appeared 
at intervals of 2 minutes. Changes in position of the 
capsule synchronous with these pressure waves indi- 
cated the propulsive nature of the movements. The 
presented data compare closely with those obtained 
by other means. 

Determinations of pH in the stomach. To measure the 
pH, the radio transmitter was equipped with an 
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antimony electrode. In the single example cited, the 
pH of the resting stomach was 6.2. Thirty-one min- 
utes after an injection of histamine, the pH had fallen 
to 1.8, from which low value it rose slowly and steadily 
to 2.4. As the radio transmitter left the stomach, the 
transmitted pH values indicated the change to an 
alkaline milieu. 

Determinations of pressure and position in the small intes- 
tine. Previous methods for obtaining information 
concerning physiologic processes in the small intestine 
have produced conflicting data. The method de- 
scribed seems well suited to the simultaneous analysis 
of changes in pressure and propulsive movement. 

Pressure changes in the upper small intestine had a 
complex periodicity, with peaks to 10 to 20 cm. of wa- 
ter occurring 5 to 9 times/minute. Rapid changes 
in the position of the swallowed capsule showed 
little correlation to the recorded pressures. Many 
of the pressure waves apparently had a mixing func- 
tion. In the ileum, changes in pressure and in position 
of the capsule were more synchronous. A second char- 
acteristic motility, previously described only in the 
upper small intestine, consisted of increased intes- 
tinal activity lasting several minutes, during which 
waves of pressure to 60 cm. of water with a frequency 
of 10/minute occurred. Such bursts of activity took 
place infrequently and at irregular intervals, and the 
author believes that they represented large peristaltic 
waves originating in the duodenum. 

Determinations of pressure and of position at the ileocecal 
junction. The complex periodicity of the pressure 
changes in the small intestine was replaced by the 
simpler periodic pressure changes found in the entire 
colon. 

Determinations of pressure and of position in the colon. 
Individual differences in rapidity of propulsion and 
in amplitude of the pressure waves were highest in the 
colon. Thus, in some individuals, pressure peaks 
equivalent to only 40 cm. of water were separated by 
intervals of several minutes, while in other individuals, 
pressure peaks of 80 to 120 cm. of water occurred at 
much shorter intervals. Changes in pressure and posi- 
tion attributable to breathing were found in the 
hepatic flexure and disappeared as the radio trans- 
mitter moved into the transverse colon. As the colonic 
content lost water, the radio transmitter became em- 
bedded in the more solid feces, and in the sigmoid 
colon it no longer rotated on its axes. Simple periodic 
pressure waves occurred in the entire length of the 
colon. 

The author states that, as was the case in the devel- 
opment of the electrocardiogram, and is still the case 
with the electroencephalogram, the usefulness of the 
swallowed radio transmitter as a diagnostic tool neces- 
sitates the compilation of many observations by many 
investigators. The research potential of this instru- 
ment is too large to be realized by one person or by 
one group of persons. —Elmer V. Dahl, M.D. 


Diverticulum of the Stomach (Das Magendivertikel). 
H. Gremmet and H. Buncart. Zbl. Chir., 1959, 84: 
389. 


GASTRIC DIVERTICULA, which have occurred in from 
0.2 to 6.5 per cent of patients in published series, may 
arise as congenital anomalies or may be the result 
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of postnatal causes. They are found more often in 
women than in men, and more often in the elderly, 
perhaps because roentgenographic examinations of 
the stomach are performed more often in older persons 
than in the young. Diverticula of the stomach most 
often involve the cardia, less often the pylorus and 
lesser curvature, and are very rare on the greater 
curvature. They may be associated with diverticula of 
other parts of the gastrointestinal tract. 

Gastric diverticula produce no distinctive symp- 
toms or signs from which a clinical diagnosis can be 
made. Most diverticula of the stomach are silent. 
Symptoms usually arise only with complications: 
inflammation, ulceration, hemorrhage, or perfora- 
tion. Diagnosis is established by roentgen or gastro- 
scopic examination. Contrast medium may fill the 
diverticulum only when the patient is recumbent. 
Residual barium usually remains within the diverticu- 
lum, sometimes for many hours. Roentgenographic 
differentiation from ulcer craters, penetrating or 
perforated ulcers, ulcerating carcinomas, hiatus 
hernias, and even from accentuated gastric mucosal 
folds may be difficult. 

Treatment varies with the individual patient. 
Asymptomatic gastric diverticula may be handled 
conservatively. Surgical intervention is necessary 
when there are symptoms. A gastric diverticulum may 
be difficult to identify at operation, when the stomach 
is collapsed. In such cases, the lesion is readily identi- 
fied after inflation of the stomach with air. 

The authors present 8 patients with diverticula of 
the stomach. Six of these patients were treated surgically 
by inversion of the diverticulum with a purse-string 
suture, followed by the placement of two rows of 
interrupted silk sutures. In 1 of these patients a 
residual diverticulum was demonstrated 6 months 
after operation. To prevent such recurrence, the two 
rows of interrupted sutures should approximate 
normal gastric wall over the inverted diverticulum. 

One of the reported cases is of special interest in 
that the patient’s symptoms and the clinical findings 
suggested the presence of a pheochromocytoma. 
Roentgenograms taken after retroperitoneal air 
insufflation were interpreted as showing a tumor in 
the region of the left adrenal. At operation, a large 
gastric diverticulum was found pressing on the left 
adrenal. The symptoms disappeared after surgical 
inversion of the diverticulum. 

—Elmer V. Dahl, M.D. 


— Ulcer and Pulmonary agen. WILLIAM 
ILEN, WILLIAM H. Brown, and BEN EIsEMaAn. Arch. 
Surg., 1959, 78: 897. 


PATIENTS WITH PULMONARY EMPHYSEMA have an in- 
ordinately high incidence of peptic ulceration which is 
also peculiarly complicated and resistant. The in- 
cidence of peptic ulcer in patients with emphysema 
has been reported in various series to be from 15 to 24 
per cent. In this series of 20 patients, 10 per cent was 
proved by roentgenogram and another 10 per cent by 
clinical symptoms of patients not studied by roent- 
genography. 

Statistical studies, also, confirm the frequent co- 
existence of these two diseases. Hirvonen found a 34 
per cent clinical and a 39 per cent autopsy incidence 
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of emphysema in patients with duodenal ulcer. Ap- 
proximately 80 per cent of these peptic ulcers are 
located in the duodenum and are relatively asympto- 
matic but have an explosive occurrence of complica- 
tions. In other series, from 40 to 60 per cent of the 
patients had severe complications of the peptic ulcera- 
tions. In this series of 105 patients with emphysema, 
10 patients had proven peptic ulcer by roentgeno- 
gram and of these, 6 had at least one major complica- 
tion: perforation, major bleeding, or obstruction. 

Emphysema also constitutes a complicating factor 
in the treatment of peptic ulceration. The anesthesia 
problem was not discussed. Tracheostomy was ex- 
tensively used by the authors in emphysematous pa- 
tients who had to undergo surgery for peptic ulcer. 
There is also an altered metabolic response in these 
patients. In pyloric obstruction loss of chlorides by 
vomiting produces metabolic alkalosis which occurs 
without detectable arterial oxygen desaturation in 
normal patients. In patients with respiratory in- 
sufficiency, the compensation produces oxygen de- 
saturation and even clinical cyanosis. 

There is little objective evidence to support any of 
the factors suggested as producing peptic ulcer in 
emphysematous patients. It has been found that total 
gastric secretion in dogs varied directly with the 
carbon dioxide combining power of the blood and 
was independent of blood pH. Also noted was that 
gastric hypersecretion produced by vagal stimulation 
was inhibited by hyperventilation but restored by 
increasing the CO, content of inspired air. This was 
confirmed in man and it was then postulated that the 
elevated blood CO, content displaced chloride ion, 
making it more available to produce gastric HCl. 

Twenty emphysematous patients were used to 
determine total gastric secretion, free and total acid, 
and CO, combining power. Three of the patients had 
proven ulcer and 2 had symptoms of ulcer. Eight 
of the patients with increased nocturnal gastric secre- 
tion above 18 mEq. of free HCI included only 2 of the 
proved ulcer patients. There was no correlation to 
indicate any causal relationship between blood CO, 
content and the magnitude of gastric secretion. The 
relation of gastric secretion to degree of pulmonary 
dysfunction measured by maximum breathing 
capacity was also studied in these 20 patients. A 
statistically significant difference was found which 
supports a causal relation of emphysema to gastric 
hypersecretion but does not suggest a mechanism. 
Total vital capacity was also measured in this group, 
but there was no significant difference between those 
with normal and hypersecretion. The roles of anoxia, 
polycythemia, and coexistent psychosomatic factors 
in causing peptic ulcer were also discussed. 

Because patients with emphysema are generally 
poor surgical candidates and because peptic ulcera- 
tion in these patients seems to be extremely resistant 
to treatment and to have a high incidence of serious 
complications, the authors advocate liberalizing the 
indications for ulcer surgery in this group of patients. 
They also believe that tracheostomy is often lifesaving 
in these patients and should be performed frequently. 
They believe that no apparent relationship exists 
between venous CO, content of the blood and gastric 
secretion. —David E. Hallstrand, M.D. 
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Elective Subtotal Gastrectomy for the Treatment of 
Peptic Ulcer. AtFrepo Lepore and Joun A. Mc- 
Case. 7. Internat. Coll. Surgeons, 1959, 31: 648. 

THIs ARTICLE is a review of 303 cases in which the 

patients had elective subtotal gastrectomy for peptic 

ulcer during the years 1950 through 1957. The 
authors favor the Billroth II type of subtotal gastrec- 
tomy. The indications for surgery were the usual 
combination of intractability, bleeding, obstruction, 
and perforation. Intractability was an indication for 
operation in 50:per cent of the patients. The opera- 
tion was performed for complications of duodenal 
ulcer in 182 cases and for the complications of gastric 
ulcer in 109 cases. A medical regimen is advised for 

4 to 6 months in patients with duodenal ulcer and 

for 4 to 6 weeks in patients with gastric ulcer. Pa- 

tients with acute hemorrhage were excluded from 
this analysis. 

Some technical details, particularly with reference 
to closure of the duodenum, are included. The 
authors prefer to leave the ulcer in place in the 
duodenum because of the danger of injury to the 
extrahepatic biliary tree. Pulmonary complications 
were most frequent in this group of patients. Thirteen 
patients had lobar pneumonia despite antibiotic 
therapy, and 2 died of this complication. Fifteen had 
serious atelectasis, but all recovered. Other complica- 
tions included gastric hemorrhage, which accounted 
for the death of 1 patient, and leakage of the duodenal 
stump, which accounted for the death of another. 
The over-all mortality in this group of patients operat- 
ed upon electively was 1.98 per cent. There were no 
deaths in the last 90 patients operated upon. 

Forty-five per cent of the patients surpassed their 
preoperative weight, 30 per cent neither gained nor 
lost weight, and 25 per cent lost weight. There is no 
account of the relation of the weight of the patients 
postoperatively to their ideal weight for age, height, 
and body build. The incidence of marginal ulcer was 
2.5 per cent. —Lloyd D. MacLean, M.D. 


Gastric Wound Healing and the Hormones (Wund- 
heilung am Magen und Hormone ACTH, Prednisolon, 
Cortexon, Trijodthyronin). P. Enters and ‘ 
Hieronymt. Langenbecks Arch. klin. Chir., 1959, 291: 67. 


IN THIS EXPERIMENTAL STUDY of wound healing, sexu- 
ally mature albino rats with body weights of 120 to 
150 gm. were divided into 7 groups of 21 animals 
each. The first group was not treated preoperatively; 
the second group had preoperative suprarenalectomy; 
the third group a thyroidectomy. The fourth group 
was given ACTH (5 units daily); the fifth group was 
given a cortisone (prednisolon, 10 mgm. daily); the 
sixth group received cortexon (5 mgm. daily); and the 
seventh was given a new thyroxin-like preparation 
(3,5,3’-1-tri-iodthyronin, 107 daily). 

The technique of operation consisted of an incision, 
1.5 cm. in length down to, but not through, the 
mucosa in the anterior wall of the stomach. The 
resultant wound was not sutured but was permitted 
to heal of itself. 

The process of wound healing in the groups of 
animals that did not receive preliminary hormone 
therapy did not differ essentially from that in the 
control animals; likewise, in the group treated pre- 





operatively with ACTH there was no significant 
delay in the process of healing. 

In the group treated with the hormone cortexon, 
although there was no undue retardation in the 
various healing processes, that is, the exudative 
phase, the phase of granulation and cicatricial trans- 
formation, and the phase of raw surface covering by 
the serosal cells, these processes were characterized 
by a pronounced exuberance; the end result was a 
firm heavy scar. 

In the group of animals treated preliminarily with 
the hormone tri-iodthyronin, the process of healing 
was actually accelerated; the phase of serosal closure 
of the wound was completed more rapidly than nor- 
mal, and the entire process of healing was finished by 
the eighth postoperative day, despite the facts that 
the fibrin exudative phase was not observable, the 
wound edema was vestigial, and there was only a 
slight inflammatory cellular infiltration. The pro- 
duction of granulation tissue was not as active as in 
the case of the control animals; nevertheless, the 
cicatricial union of the wound edges took place in 
good time. 

It was only in the group of animals treated with 
prednisolon that there was any significant retardation 
in the healing process. Here the exudative phase was 
mild and had ceased entirely by the second post- 
operative day; the inflammatory cellular infiltration 
was diminished; and the fibrin exudation was not 
demonstrable. The granulation formation was de- 
layed, and the cicatricial transformation within the 
granulations was faulty. The incised muscularis layer 
showed necrotic changes, and the cicatrizing changes 
had not resulted in the union of the muscular edges 
even by the tenth day after the operation. Since this 
retardation in the healing process may be of signifi- 
cance with reference to the possibility of the occurrence 
of suture insufficiency, the authors recommend that, 
preliminary to operations on the stomach, cortisone 
be avoided or its administration shortened as much 
as possible. 

If, on the other hand, lengthy periods of cortisone 
therapy are unavoidable, it is recommended that 
such therapy be associated with the administration 
of cortexon, or, eventually, of the thyroxin-similar 
preparation tri-iodthyronin. 

— John W. Brennan, M.D. 


Postoperative Function of the Gastrointestinal Tract 
(Die postoperative Funktion des Verdauungstraktes). 
K. Nakayama and F, Yanacisawa. Langenbecks Arch. 
klin. Chir., 1959, 291: 15. 


Tuis sTUDy was initiated because of the death of 3 pa- 
tients several months after operation for infiltrating 
carcinoma of the pylorus. In each of these patients the 
authors had performed a subtotal gastric resection, 
together with resection of the head of the pancreas, 
the right side of the colon, and part of the transverse 
colon. At autopsy the abdominal organs of each pa- 
tient were free of disease. Death was due to inanition. 
In the reported study, the authors used the index 
method (Cr,O; labeled food), supplemented at times 
by radioisotope tracer techniques, to determine the 
absorption of carbohydrates, proteins, fats, and min- 
erals. 
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Normally, the gastrointestinal tract absorbs ap- 
proximately 90 per cent of the total protein, fat, car- 
bohydrate, and mineral ash provided in the diet, 
When absorption drops below 80 per cent, life is en- 
dangered. When it falls below 60 per cent, death soon 
occurs. In dogs, major surgery of the gastrointestinal 
tract results in two types of behavior with regard to 
total absorption. In type I there is a relatively stable 
postoperative period lasting about 3 weeks, following 
which absorption drops rapidly, and death follows. In 
type II the stable period lasts much longer, but after 
several months absorption gradually diminishes and 
death eventually occurs. 

Type I. a. Total gastrectomy combined with re- 
section of the tail of the pancreas and of the 
spleen and the colon. 

b. Resection of the head of the pancreas 
and of the colon. 

c. Resection of the entire small intestine. 

Type II.a. Total gastrectomy. 

b. Total gastrectomy combined with re- 
section of the tail of the pancreas and of the 
spleen. 

c. Total gastrectomy and colectomy. 

d. Resection of the head of the pancreas. 

In the dog, colectomy by itself causes little dis- 
turbance in digestion and absorption, but in combi- 
nation with gastrectomy or with resection of the head of 
the pancreas it causes a dramatic decrease in absorp- 
tion. In humans, there is very little absorption of pro- 
tein and fat during the first 3 days after partial gas- 
trectomy and during the first 5 days after total gas- 
trectomy. Normal absorption is resumed rapidly after 
total colectomy and after partial gastrectomy, but 
about 4 weeks must pass before normal absorption oc- 
curs after a total gastrectomy. These operations 
affect carbohydrate absorption much less than that of 
protein or of fat. After gastrectomy, the gastrointes- 
tinal tract handles the usual dietary intake of carbo- 
hydrate normally at the end of the first postoperative 
week. In the second week after operation, protein 
is absorbed as in the normal person, and in the third 
week digestion and absorption of fat are normal. 
When gastrectomy has been combined with pancre- 
atectomy and splenectomy, normal amounts of pro- 
tein and of fat are absorbed 8 and 10 weeks after oper- 
ation, respectively. 

Esophagectomy does not influence digestion and 
absorption. Resection of the gastric pylorus deranges 
digestion and absorption more severely than does re- 
section of the cardia or of the fundus. Absorption is 
affected as severely by resection of four-fifths of the 
pylorus as by total gastrectomy. Resection of four- 
fifths of the tail of the pancreas has little effect on nu- 
trition in animals and in humans. Resection of the 
head of the pancreas, together with extirpation of the 
duodenum and of the pylorus, severely diminishes fat 
and protein absorption. 

Absorption is primarily the function of the proximal 
small intestine. Resection of three-fourths of the small 
intestine, including the jejunum and proximal ileum, 
is incompatible with life. Removal of the same length 
of intestine, but sparing the proximal jejunum, has 
been found to have less serious consequences. 

—Elmer V. Dahl, M.D. 
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Reoperation for the Dumping Syndrome, Modifica- 
tion of the Sacharow-Henley Operation (Nach- 
operationen wegen Dumpingsyndrom, Modifikation 
der Sacharow-Henleyschen Operation). M. CLEeMENs. 
Zbl. Chir., 1959, 84: 701. 


Symptoms which comprise the dumping syndrome 
usually become less severe with the passage of time. 
In some patients, however, all means available to the 
internist fail to ameliorate the syndrome. Such pa- 
tients can eat only while lying down and must limit 
themselves to small amounts of food. They continue 
to lose weight and become incapacitated. The dump- 
ing syndrome, whose pathogenesis remains unknown, 
is encountered less frequently after Billroth I opera- 
tions than after Billroth II operations. This fact 
prompted the author to reoperate upon 2 female pa- 
tients in whom severe symptoms of the dumping 
syndrome persisted 17 and 39 months after Billroth II 
gastric resections. 

~ In the first of these patients, a Billroth II-Reichel- 
Polya anastomosis was converted to a modified Bill- 
roth I anastomosis by dividing the jejunum proximal 
to the previous jejunojejunostomy and performing 
an end-to-side anastomosis of the proximal jejunal 
segment to the duodenum. 

In the second patient, the result of a Billroth II- 
Graser-Finsterer-Hofmeister procedure was converted 
by dividing the jejunum both proximal to and distal to 
the gastrojejunostomy and performing an end-to-side 
jejunoduodenostomy and an end-to-end jejuno- 
jejunostomy. Both patients gained weight and were 
relatively free from symptoms after these operations. 

The operations described by the author differ from 
the procedure utilized by Sacharow and by Henley 
in that the stomach is not mobilized, no jejunal vas- 
cular arcades are divided, and there is no displace- 
ment of the interposed jejunal loop into the upper 
abdomen. —Elmer V. Dahl, M.D. 


Tumors of the Stomach Other than Carcinoma (Tu- 
mores del estomago diferentes de carcinoma). J. Jess 
ViLLALoros and Ropo.tro bE Castro. Rev. gastro- 
enter. México, 1959, 24: 99. 


THE AUTHORS PRESENT a review of the recent papers 
on this subject and the clinical material of the Insti- 
tuto Nacional de la Nutricién in Mexico City. 

At the Institute there were 22 cases of gastric 
tumors other than carcinoma, as compared with 315 
cases of gastric carcinoma; this makes a figure of 7 per 
cent. 

Of these 22 cases, 12 were benign tumors of the 
stomach (6 leiomyomas, 4 adenomas, 1 fibroma, and 
1 hamartoma) and 10 cases corresponded to malig- 
nant tumors (6 lymphomas, 3 leiomyosarcomas, and 
1 malignant polyp). Besides these 22 cases, there were 
5 cases of lesions roentgenographically suggestive of 
tumors which were not tumors (2 cases of pyloric 
hypertrophy in adults, 1 case of gastric syphillis, 1 
of hypertrophic gastritis, and 1 of aberrant pancreatic 
tissue). 

The most frequent benign tumor was the leio- 
myoma, and the commonest malignant lesion was the 
lymphoma. 

Epigastric pain was the main symptom and was 
found in 10 of 12 cases of benign tumors and in 7 of 
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10 cases of malignant tumors. Anachlorhydria re- 
sistant to histamine stimulation was found in 50 per 
cent of all cases. Hemorrhage in the form of hema- 
temesis, melena, or chronic anemia was observed in 
most of the patients regardless of the nature of the 
tumor, and this is considered to be a clear indication 
to treat any gastric tumor by surgery. Pyloric obstruc- 
tion was not seen in these series. 

The authors believe that even when the nature of 
the lesion may be suspected by clinical methods, 
roentgenography is the best way to make the diag- 
nosis. Gastroscopy is also very important except in 
mesenchymatous tumors without ulceration. Peri- 
toneoscopy may help sometimes to rule out metastasis 
and peritoneal implants. Exfoliative cytology was not 
used in these patients but is considered to be of im- 
portance in the differential diagnosis of gastric 
tumors. — Jaime Barcena, M.D. 


Preoperative Hypoproteinemia in Gastric Carcino- 
ma and its Relation to Operative Mortality. H. 
SuNZEL. Acta chir. scand., 1959, 116: 429. 


THE AUTHOR REPORTS a series of 67 patients with 
gastric carcinoma studied from the standpoint of rela- 
tion of preoperative hypoproteinemia to operative 
mortality. 

Group 1 comprised 31 patients who suffered from 
epigastric pain or distress, loss of appetite, and loss of 
weight. The 36 patients in group 2 had symptoms in- 
cluding difficulty in swallowing, daily vomiting, and 
diarrhea, or gross hemorrhage, hematemesis, and 
melena. Preoperative study of the total protein levels 
was divided by sex; in group 1 levels were the same, 
6.9 gm./100 ml., for both men and women; and in 
group 2 the preoperative total protein level was 6.2 
in men and 6.3 gm./100 ml. in women. The preopera- 
tive hemoglobin levels in group 2 for women were 
significantly lower than in‘the group 1 patients. 

Two deaths occurred in group 1 after operation, a 
mortality rate of 6 per cent. In group 2, 11 patients 
died, a mortality rate of 31 per cent. In group 2 the 
fatalities were due to rupture of the anastomosis in 7 
cases and to infection in 4. Immediately prior to 
operation, 7 of the patients who died had very low 
serum protein values. In 4 of these the total protein 
was approximately 5.5 gm./100 ml. In the other 4 
patients it was thought that severe dehydration due to 
vomiting resulted in abnormally elevated serum pro- 
tein levels. It is the author’s belief that the high mor- 
tality rate in the group 2 patients may be the result of 
complications due to protein depletion uncorrected 
prior to operation. — john H. Schneewind, M.D. 


Control of Ammonia Production in the Colon with 
Neomycin Enemas. Joun S. Najarian, JAcK JEw, 
Ricuarp L. Dakin, Harotp A. Harper, and Others. 
Arch. Surg., 1959, 78: 844. 


THE ACTION of intestinal bacteria on nitrogenous 
substances in the colon produces most of the blood 
ammonia. Sterilization of the intestine, particularly 
by neomycin, can effectively reduce ammonia pro- 
duction and has been used in the treatment of patients 
with ammonia intoxication. This experimental and 
clinical investigation was carried out to determine the 
effectiveness and safety of neomycin administered by 








enema to those patients unable to take oral m-dica- 
tion. 

Twelve dogs were fed 750 gm. of raw horse meat 
daily after a polyethylene catheter had been sutured 
into their portal veins. Blood samples were taken on 
the fourth day, and ammonia concentration of the 
blood was determined. Stool cultures were taken, and 
saline enemas were given to 10 dogs, followed by 
retention enemas of 1 per cent neomycin. Blood 
samples were then drawn hourly for blood ammonia 
concentration. 

Stool cultures taken 3 hours after neomycin enemas 
showed no growth of enterococci or coliform organ- 
isms, but there was growth of clostridia organisms. 
After saline enemas all bacteria remained viable. 

The portal vein ammonia concentrations before 
and after neomycin and saline enemas showed no 
consistent change, and the authors interpreted this as 
due to the mixing of blood from the colon, which is 
high in ammonia, with that from the rest of the 
gastrointestinal tract, which is low in ammonia. The 
serum neomycin level was considerably below that 
reported in instances in which toxic reaction to this 
drug occurred, and there was no evidence of damage 
to any of the animals receiving neomycin. 

In 4 other dogs, 2 prefed horse meat and 2 main- 
tained on a low protein, meat-free diet, there was an 
immediate and marked reduction of the ammonia 
content of the venous blood from the colon after 1 per 
cent neomycin retention enemas. The effect was more 
marked in the meat prefed animals. 

A group of 22 patients with ammonia intoxication 
and hepatic encephalopathy who could not take oral 
medications were given a cleansing enema followed 
by a retention enema of 500 to 700 c.c. of a 1 per cent 
neomycin solution. Venous blood ammonia concen- 
trations were measured before and 6 to 12 hours after 
the enemas. In every case there was a marked reduc- 
tion of peripheral venous blood ammonia concentra- 
tion within 12 to 24 hours. Clinical improvement of 
the patients usually followed. In some cases, daily 
neomycin enemas were given for 7 to 10 days and 
were sufficiently effective to serve as the only thera- 
peutic measure needed to control the blood ammonia. 
No evidence of toxicity was noted. The neomycin 
enemas were discontinued and the drug was given by 
mouth as soon as this became possible. In contrast, 
the use of cleansing enemas failed to produce any 
significant improvement in the biochemical and 
clinical status of the patients with ammonia intoxica- 
tion. —David E. Hallstrand, M.D. 


Small Bowel Obstruction Following Abdomino- 
Perineal Excision of the Rectum. E. S. R. HuGues. 
Austral. N. Zealand 7. Surg., 1959, 28: 286. 


IN THE AUTHOR’S EXPERIENCE with 287 patients who 
had abdominoperineal excision of the rectum for 
malignant tumor, a small bowel obstruction developed 
in 11 (3.8 per cent), which was responsible for the 
death of the patient or an emergency laparotomy. In 
6 of these 11 patients the obstruction was caused by a 
portion of the small bowel herniating through the 
pelvic peritoneal suture line. The complication is 
caused by a hole in this suture line. In each of the 6 
cases reported the defect developed immediately after 


558 International Abstracts of Surgery - December 1959 


operation, and symptoms were present on the second 
postoperative day. In each case a continuous suture 
was used to close the peritoneum. If the peritoneum 
is thin or is sutured under tension it may tear and 
cause a hole. If the suture is not held firmly by an 
assistant, a defect may develop. The herniated portion 
of the bowel forms a Richter’s hernia, the symptoms 
of which are difficult to interpret, particularly in a 
postoperative patient. 

Severe abdominal pain on the second postoperative 
day, especially if associated with a sharp rise of tem- 
perature, should lead to suspicion that such a com- 
plication exists. 

Treatment is laparotomy and relief of the obsiruc- 
tion. The small bowel is found to be distended, and 
the point of obstruction may require resection. The 
defect should be sutured. 

Three of the 6 patients reported died. The others 
recovered after severe illnesses. 

The complication may be prevented by attention to 
suturing the pelvic peritoneum. A continuous inter- 
locking suture reinforced with interrupted sutures is 
recommended. —Frederick W. Preston, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Actual Concept of Portal Hypertension; The Surgical 
Indications, Technique, and Results (Concepto 
actual de la hipertension portal; indicaciones quirdr- 
gicas, tecnica y resultados). José AGuILAR ALVAREZ 
and GuILLERMOo ALaMILLA G. Cir. cirujan. Mex., 1959, 
27: 89. 


THE concePT of portal hypertension resolves around 
the three basic elements of pathogenesis, physio- 
pathology, and clinical considerations. As for the first, 
there is an obstruction of the splenic, portal, and in- 
ternal or suprahepatic vessels. With this blockage 
there is a diminution of the circulatory velocity in the 
portal system with an increase of blood volume in the 
tributaries. This results in symptoms associated with 
splenomegaly and esophageal varices. 

Indications for therapeutic surgery resolve about 
the presenting clinical picture which is influenced by 
such findings as the age of the patient, the presence of 
ascites, and the estimation of liver function. Liver 
biopsy is considered indispensable in determining the 
type and degree of cirrhosis present. The presence and 
the seriousness of esophageal varix must be con- 
sidered, and the number and severity of hemorrhages. 

Two cases of portal hypertension with cirrhosis are 
presented in detail together with the results obtained 
in the surgical approach. Operation resulted in the 
diminution of the systemic portal pressure and the 
concomitant hypersplenism. 

—Stephen A. Zieman, M.D. 


Influence of Prednisolone on Liver Cirrhosis Pro- 
duced Experimentally with Allyl Alcohol or Thio- 
cetamide (Die durch Allylalkohol oder Thiocetamid 
experimentell erzeugte Leberzirrhose unter dem Ein- 
fluss von Prednisolon). W. Ecer, E. Scuutz, and K. 
StraTAkis. Medizinische, 1959, p. 871. 


A NuMBER of articles published during the last few 
years have contained reports of the beneficial results of 
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cortisone and its derivatives in the treatment of acute 
and chronic diseases of the liver. Various theories ac- 
counting for the clinical improvement have been dis- 
cussed. The most plausible of these theories is that 
inflammation and proliferation of connective tissue 
may be inhibited by the steroids. 

The authors, of the Pathologic Institute of the 
University of Géttingen, Germany, undertook to test 
this theory experimentally. Cirrhosis of the liver can 
be produced in rats by treatment either with allyl 
alcohol or with thiocetamide. The amount of cirrhosis 
is determined by quantitative analysis of the connec- 
tive tissue. The liver is first autolyzed to a certain 
degree to loosen the texture. Then the parenchyma is 
flushed out under pressure, the remaining connective 
tissue is dried, and its weight is compared with the 
weight of the fresh organ. This method permits a 
reliable determination of the degree of cirrhosis 
present. 

In a number of animals prednisolone or deltacortril 
was given simultaneously with the administration of 
allyl alcohol or thiocetamide. The weight of con- 
nective tissue in the cirrhotic livers was doubled or 
tripled when compared with that of normal rats. 
Another group of animals was treated with the poison- 
ous drugs only, without the addition of steroids. 
There was no significant difference in the amount of 
cirrhosis between the two groups. 

The authors conclude that steroids do not have 
any inhibiting effect on proliferation of connective 
tissue in experimentally produced liver cirrhosis. 

— Werner M. Solmitz, M.D. 


The Etiology of Laennec’s Cirrhosis (Zur Aetiologie der 
Laénnecschen zirrhose). H. GiGGLBERGER. Miinch. 
med. Wschr., 1959, 101: 858. 


IN THE AUTHOR’S PRACTICE, the incidence of Laennec’s 
cirrhosis was very high, 200 cases, 1.05 per cent of all 
admissions. Men were predominant and three-fourths 
of the patients were in the fifth, sixth, and seventh 
decades. Seven per cent of patients were less than 30 
years old. The average age was higher among the 
alcoholic patients (56.2 years) than among those 
who had had hepatitis (45.1 years). 

Among the causes of Laennec’s cirrhosis, alcohol 
was most frequent (34 per cent) and was followed by 
virus hepatitis (25 per cent). Diabetes alone was con- 
sidered the cause in 6.5 per cent, but was present in 
7.5 per cent. Cirrhosis caused by alcohol seems to be 
increasing from year to year. Cases in men outnumber 
those in women 3 to 1. Seven per cent of the author’s 
patients were saloon keepers or beer brewers and 
4.5 per cent were cattle dealers or butchers. The 
author considers alcoholic those who for years have 
consumed daily more than 2.5 portions of beer, or 
more than 1.5 portions of wine, or more than 200 
c.c. of whiskey, and who once or twice a week con- 
sume a much larger amount. 

There is much difference of opinion about alcohol 
as an etiologic factor, although it is generally agreed 
that it is the most frequent cause. In recent years, the 
reports from other countries show a much higher 
causal percentage than in Germany. 

Twenty-five per cent of the author’s patients gave 
a history of previous jaundice. Only 46 per cent of 
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these reported that the jaundice lasted a long time or 
gradually faded into the cirrhosis. 

It cannot be proved that the general malnutrition 
during the war years had anything to do with the 
development of Laennec’s cirrhosis, but some believe 
that a longstanding dystrophy of the alimentary 
canal did have some etiologic relation by causing 
increasing liver damage the longer it lasted. 

In the cases of diabetes, insulin or other sulfonyl 
derivatives may be responsible for the disease. 

—Alfred H. Noehren, M.D. 


Primary Cancer of the Liver, a Clinicopathologic 
Study of 49 Cases (Cancer primitivo del higado, 
estudio clinico-patolégico de 49 casos). HuGo DooneR 
and GuILLermo Rojas. Rev. méd. Chile, 1959, 87: 238. 


THE DIFFICULTY concerning the clinical diagnosis of 
primary cancer of the liver is one of recognition. In 
12,512 autopsies the condition appeared in one in- 
stance or 0.39 per cent. Men were affected more fre- 
quently than women, the ratio being 4 to 1, and the 
average age varied between 52 and 64 years. 

The most frequent symptom was pain over the 
liver area, although at times there was pain in the 
lumbar area. Icterus and ascites were seen frequently 
enough to pinpoint the diseased liver. Although pre- 
cise diagnosis can be made by biopsy studies, clinical 
data were sufficient for the diagnosis in 9 of the 33 
cases that the authors reported. The anatomico- 
pathologic characteristics showed the existence of 
cirrhosis as a most frequent associated finding. 

Metastases were encountered in 29 cases, the ltings 
being the organ most frequently affected, although 
massive gastrointestinal hemorrhage was the com- 
plication most frequently observed and accounted for 
the greatest number of deaths. 

—Stephen A. Kieman, M.D. 


Periampullary Carcinomas. RicHarp B. CarTTELL, 
KENNETH W. WarRREN, and Francis T. C. Au. Surg. 
Clin. N. America, 1959, 39: 781. 


THIs ARTICLE is a discussion of the diagnosis and surgi- 
cal management of periampullary carcinomas. Ap- 
proximately 1 to 2 per cent of all carcinomas are 
found at this site. Carcinoma of the pancreas is about 
five times as common as carcinoma of the papilla of 
Vater. 

Clinical pictures include abdominal pain, usually 
persistent, dull, and upper abdominal in location. It 
was present in 73 per cent of 182 resectable cases of 
this disease group. Jaundice (75 per cent), weight loss 
(96 per cent), and fatigue were commonly noted. 
Anorexia was frequently noted, but digestive disorders, 
diarrhea, and chills and fever were less often seen. The 
outstanding physical findings were jaundice, hepatic 
enlargement, mild tenderness in the epigastrium, and 
a palpable gallbladder. In more advanced cases there 
was a palpable tumor. The tendency to migratory 
phlebitis was not noted in this series of patients. 
Laboratory findings other than hyperbilirubinemia 
and some alteration of liver function tests were not of 
great significance. Roentgenographic findings were of 
minor help in diagnosis. 

The differential diagnosis of the lesion at the time 
of abdominal exploration is emphasized by the au- 





thors. Primary carcinoma in the head of the pancreas 
produces secondary signs distal to the tumor in 90 
per cent of patients. The body is pale and indurated, 
and the tail of the gland is retracted from the spleen 
and is blunt and thick. The canal of Wirsung is usually 
dilated and palpable along the gland. After mobiliza- 
tion of the duodenum, ampullary tumors are palpated 
as marble-like projections at the level of the greater 
papilla. There may be difficulty in determining the 
diagnosis between a malignant lesion and chronic 
relapsing pancreatitis. In the latter disorder, involve- 
ment is more diffuse, and the distended biliary tree 
will be pale, thick walled, and edematous. 

Careful determination of operability is important in 
operative care. The abdominal cavity should be thor- 
oughly explored and distant lesions should be searched 
for. Lesions of the liver often will require biopsy. The 
lesser sac must be widely opened in order to examine 
the entire gland and the region of the mesenteric 
vessels. Careful examination of the region of the unci- 
nate process and of its mobility should be done. The 
region of the gastroduodenal artery should be thor- 
oughly examined for evidence of extension. The neck 
of the pancreas should be elevated from the superior 
mesenteric and portal veins to determine involvement 
in this area. Technical procedures are outlined and 
palliative procedures are discussed. 

A series of 230 pancreaticoduodenal resections were 
performed, including 48 cases in which the lesion was 
benign and 11 in which total pancreatectomy was 
carried out. Eighty-one procedures were for carcinoma 
of the head of the pancreas, 18 for carcinoma of the 
duodenum, 17 for carcinoma of the distal common 
duct, and 66 for carcinoma of the papilla of Vater. 
One-stage resection is the preferred procedure. 

The most frequent complications were pancreatic 
fistula and postoperative hemorrhage. The latter often 
resulted from the pancreatic fistula. ‘There were several 
delayed complications. Obstruction of the biliary- 
intestinal anastomosis occurred twice, jejunal ulcer 
occurred in nine instances and in four probable ones 
in addition. Diabetes mellitus occurred as a late com- 
plication in 2 patients. 

The postoperative mortality rate was 11.3 per cent. 
It was highest for those patients in whom the lesion 
was in the distal common duct, and lowest when the 
lesion was in the papilla of Vater. 

Five year survival rates showed a 20 per cent sur- 
vival for patients with disease of the common bile duct; 
37.5 per cent for those with lesions of the duodenum; 
9 per cent if the lesion was located in the head of the 
pancreas; and 52.6 per cent if it occupied the papilla 
of Vater. —Donald C. Geist, M.D. 


_ Dangers of Too ae a an Incision in the Sphincter of 
Oddi When Performing Sphincterotomy; Errors 
and Accidents (Contre une excessive diffusion de la 
sphinctéroplastie; écueils, incidents, accidents). P. 
Gornarp and G. Pé.isstER. Presse méd., 1959, 67: 1187. 


WHEN OPERATION IS INDICATED in patients with pan- 
creatitis, the authors first perform cholangiography by 
introducing a polyethylene catheter into the cystic 
duct. In only six instances among 500 consecutive 
cholangiograms has it been impossible to accomplish 
visualization of the ducts by this technique. In these 
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cases, roentgen visualization was achieved by injec. 
tion of the dye directly into the common duct through 
a needle. 

Sphincterotomy is done by division of the papilla 
of Vater with a sphincterotome introduced along the 
common duct via the cystic duct. 

Introduction of a polyethylene cannula in a retro- 
grade direction into the common bile duct or main 
pancreatic duct is hazardous. The tube may enter 
the duodenal wall adjacent to the common duct and 
from this position it may pass into the head of the 
pancreas or through the duodenal wall into the retro- 
peritoneal tissues. If an attempt is made to visualize 
the main pancreatic duct by pancreatography, the 
duct should first be probed with a blunt sound. 
Usually, the sound first passes into the bile duct. With 
care, it can usually be introduced for a distance of 5 
to 10 cm. into the duct of Wirsung. It is extremely 
easy to make a false passage. When the sphincter is 
divided transduodenally, it should be cut with a 
sound or probe in place so that it is accurately 
identified. 

Section of the sphincter of Oddi must be complete 
but must not be carried too deep or the parenchyma 
of the pancreas may be cut or the incision carried 
through the posterior duodenum. The small artery in 
close proximity to the sphincter must not be damaged. 
If this vessel is divided, it must be controlled with a 
suture. If the sphincter is sutured after division, care 
must be taken to avoid occluding the duct of Wirsung. 

—F. W. Preston, M.D. 


Problems in Gallbladder Surgery. BentLEy P. Cot- 
cock. Northwest M., 1959, 58: 815. 


THE MORTALITY THAT FOLLOws gallbladder surgery 
today is largely confined to the elderly patient with 
acute cholecystitis, jaundice, or secondary liver dis- 
ease. These complications are the result of obstruction 
to the cystic or common bile duct. 

The very frequency with which the procedure is 
carried out today has made one forget that cholecys- 
tectomy can be among the most difficult of all ab- 
dominal operations. The increasing occurrence of 
common duct strictures secondary to injury is evi- 
dence of this fact. When removal of the gallbladder is 
carried out with care and for proper indications, the 
results are excellent. 

Ten per cent of the patients who require gallblad- 
der surgery have acute cholecystitis. Their ages range 
from 18 to 80 years. The 80 year old patient should 
have been operated upon many years before, when 
gallstones were first discovered. It is significant that 
the mortality rate in patients over 50 years of age with 
acute cholecystitis is five times as high as it is for 
patients under this age. 

It is the author’s policy to operate on patients with 
acute cholecystitis as soon as they can be adequately 
prepared, unless the pain, fever, and tenderness are 
definitely subsiding. Preparation consists of correcting 
fluid and electrolyte imbalance, restoring blood vol- 
ume when indicated, and checking on the cardio- 
vascular and renal status and glucose metabolism in 
elderly patients. This can usually be done in 24 to 
36 hours. If evidence of associated acute pancreatitis 
is present, the author prefers to wait for this to sub- 
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side unless there is definite evidence of sepsis. Ten per 
cent of these patients had acute or chronic pancreatitis 
—another serious complication of cholecystitis and 
cholelithiasis. It should be emphasized that this 
policy of early operation includes the elderly patient, 
despite the increased operative risk. As Cole has said, 
“Old people can’t stand procrastination.” 

In addition to the symptoms of common duct stone 
and the results of intravenous cholangiography, the 
author lists certain definite indications for common 
duct exploration. 

1. Choledochostomy was performed because of 
jaundice or a history of jaundice in 41.8 per cent, 
and stones were found in 43 per cent of these. 

2. The duct was explored because of dilatation in 
56 per cent, and stones were found in 42 per cent. A 
common duct that is only slightly larger than normal 
(9 to 10 mm.) may not contain stones, but pro- 
nounced dilatation usually indicates common duct 
obstruction. 

3. Acute or chronic pancreatitis was the indication 
for choledochostomy in 8 per cent of the patients, and 
stones were found in 49 per cent of these. 

4. Palpable evidence of stones in the common duct 
is rare, but when present is a very reliable indication. 

5. Choledochostomy was carried out because of 
small stones in the gallbladder in 34 per cent, and 
stones were found in 25 per cent. 

In the group of 1,356 patients cited, the mortality 
rate for cholecystectomy and a negative choledochos- 
tomy was no higher than the mortality for cholecys- 
tectomy alone. 

Diagnosis of stenosis of the sphincter of Oddi is 
made when a 3 mm. Bakes dilator cannot be passed 
easily into the duodenum at the time of choledochos- 
tomy. By using intravenous cholangiography it is fre- 
quently possible to make the diagnosis before surgery. 

These patients are treated by dilatation of the 
sphincter with Bakes dilators followed by implanta- 
tion of a long arm T tube extending into the duo- 
denum, or by transduodenal sphincterotomy. 

The most important aspect of the problem of com- 
mon duct stricture is its prevention. In the author’s 
experience the duct is most frequently injured in 
patients who have a small, contracted, chronically 
inflamed gallbladder. In such instances the normal 
relationship of the cystic artery and the cystic, com- 
mon, and common hepatic bile ducts may be greatly 
distorted. 

Successful repair of a common duct stricture de- 
pends largely upon the availability of a good length 
of proximal duct for anastomosis. At times it may be 
necessary to divide the partition between the two 
common hepatic ducts or even to implant them sepa- 
rately. The author prefers to carry out an end-to-end 
anastomosis of the injured duct whenever possible. 
The insertion of a T tube, with the long arm brought 
out below or above the suture line, is important to 
prevent secondary contracture. If an end-to-end re- 
pair is not feasible, the author performs a hepatico- 
jejunostomy, using a loop with an enteroenterostomy 
rather than a Roux-Y anastomosis. In his experience, 
cholangitis is caused by obstruction rather than by 
reflux of intestinal content into the biliary system. All 
prostheses become occluded if left in place over a long 
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period of time. In a patient with a very short common 
hepatic duct, a Y tube frequently forms the best stent. 
If it becomes occluded and produces obstruction, 
reoperation will be necessary to remove it. However, 
if 6 to 9 months have elapsed, secondary stricture is 
unlikely and a good result may be expected. 

Patients who have had operative repair of a com- 
mon bile duct stricture must have a follow-up study 
for at least 3 years before it can be assumed that they 
are cured. If symptoms recur, another attempt must 
be made. Success has been known to follow the 
eighth or ninth operative procedure. 

The only chance for survival in these cases is suc- 
cessful repair of the stricture. If recurrent attacks of 
pain, fever, and jaundice continue, severe liver dam- 
age and portal hypertension will occur, leading to a 
fatal outcome. — Benjamin Goldman, M.D. 


The Treatment of Acute Pancreatic Necrosis with 

' Cortisone (Die Cortisonbehandlung der akuten Pan- 
kreasnekrose). E. STRAHBERGER. Alin. med., Wien., 
1959, 14: 208. 


ELEVEN PATIENTS with acute necrosis of the pancreas 
were treated with cortisone at the Second Surgical 
Clinic of the University of Vienna, Austria, from 
1952 to 1957. Of these 11 patients, 8 were women, 3 
were men; the range of age was 44 to 78 years with 
an average between 50 and 60 years. 

_In 6 patients there was a previous history of gall- 
stone disease, in 1 case there was a temporary 
icterus, and in another there had been a previous 
cholecystectomy. In 9 instances symptoms were typ- 
ical: pressure and pain in the central upper abdominal 
region associated with the characteristic maximum 
towards the left side. Two of these patients had pre- 
dominantly peritoneal symptoms and in 1 there was 
an associated paralytic ileus. In all patients a very 
severe condition of shock was present, an initial symp- 
tom which is regarded as of particular significance. 
Also in all of these patients there was a subfebrile 
temperature, leucocytic values from 10,000 to 26,500, 
accelerated erythrocytic sedimentation time (10/27 
to 84/105), and augmented urinary diastase (256 to 


, 4,096 W.U.) in the 5 conservatively treated patients. 


Of the 6 patients operated on, only 1 showed a sig- 
nificant rise in urinary diastase (256 W.U.), whereas 
in the remaining 5 there was no significant rise. 

The blood sugar was increased in 1 patient to 200 
mgm. per cent and in 2 others to 150 mgm. per 
cent. In 3 patients the residual nitrogen was in- 
creased to 53.97 and 125 mgm. per cent. 

In 5 of these patients the diagnosis of acute pan- 
creatic necrosis was definitively established and these 
5 patients were placed on a purely conservative thera- 
peutic regime. In the remaining 6 cases the diagnosis 
was definitively established only at operation. In 2 
of these 6 the operative indication was an assumed 
diagnosis of perforated gallbladder; in the other 4 the 
assumed diagnoses were gastric perforation, ileus, 
acute appendicitis, and peritonitis. 

Six patients were operated upon. One had a 
cholecystectomy with removal of stones. In the others 
the intervention was limited to celiotomy with drain- 
age of the bursa omentalis and, in one instance, an 
intra-abdominal splanchnic blockade. 
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Medicinal therapy in all instances consisted of corti- 
sone or hydrocortisone. The dosage varied with the 
severity of the manifestations, ranging from 100 to 
200 mgm./day for 3 to 8 days. In relatively mild 
cases the daily dosage was lowered on the second day 
to 50 mgm. Other measures (nerve block procedures, 
panthesin or novocaine given intravenously, anti- 
biotics, and cardiac stimulants) were resorted to rather 
consistently. Abstinence from food during the first 
days of the attack was always prescribed and, in one 
instance, duodenal drainage was carried out. Hospi- 
talization periods ranged from 10 to 36 days. There 
was one death, which was caused by cardiovascular 
deficiency. 

Eight of these patients could be followed for periods 
up to 6 years after the attack; 6 could be given follow- 
up roentgen examinations; 2 of these 6 patients had 
a normal cholecystogram; in 6 the gallbladder and 
bile passages could not be visualized. A 78 year old 
patient died 3 years after the attack without ever ex- 
periencing symptoms referrable to the gallbladder or 
the pancreas. 


The author believes that, on the basis of his experi- 
ence, the great significance of the conservative treat- 
ment of acute pancreatic necrosis may be understood, 
especially since the opinion is generally held that 
surgical intervention in these cases is largely in vain. 
Conservatively directed treatment, however, pre- 
supposes a definitively assured diagnosis and this can 
be assured only by a careful consideration of all the 
factors available. Although the patient’s history and 
the typical symptoms will in many instances definitely 
indicate the presence of an acute pancreatic necrosis, 
it is understandable that objective findings will also 
be sought. For instance, the presence of a rapidly 
rising leucocyte count will be of greater value than a 
fall in the blood pressure (state of shock). The urinary 
diastase values are correspondingly elevated in half 
of these patients, although the absence of such a find- 
ing does not rule out the presence of acute pancreatic 
necrosis. Generally, a positive diagnosis will be 
favored by any considerable elevation in the blood 
content of sugar and of residual nitrogen. 

— John W. Brennan, M.D. 
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Indications for Vaginal Hysterectomy. Rocer D. 
KemPERS, JAMES S. HuNTER, JR., and JoHN S. WELCH. 
Obst. Gyn., 1959, 13: 677. 


A stupy has been made of 415 consecutive vaginal 
hysterectomies performed at the Mayo Clinic in 1955. 
The primary purpose was to study the indications for 
this operation. Th commonest indication was pelvic 
relaxation. Abn’. ual uterine bleeding was the sec- 
ond commonest indication for vaginal hysterectomy, 
which now has almost supplanted the use of meno- 
pausal doses of radon after curettage for this condi- 
tion. Carcinoma in situ of the cervix has become a 
more common indication than it was in previous 
years, accounting for 16 per cent of the 415 hyster- 
ectomies. Approximately two-thirds of the patients 
with carcinoma in situ of the cervix treated surgically 
underwent vaginal hysterectomy. Although vaginal 
hysterectomy may be indicated for the removal of 
endometrial carcinoma in selected patients, associated 
repair of the vaginal wall should not be attempted, 
since seeding is a definite hazard. 

The presence of known malignant tumors of the 
ovary or uterus or invasive carcinoma of the cervix 
is a contraindication for vaginal hysterectomy. Such 
lesions were encountered unexpectedly in a small per- 
centage of cases in this study. The number of vaginal 
hysterectomies performed at the clinic has remained 
approximately the same during the past 10 years, 
and the mortality rate has remained less than 0.1 per 
cent. The ratio of abdominal to vaginal hysterectomies 
was approximately 1 to 1 during 1955. 


The Place of Vaginal Hysterectomy in Gynecologic 
ee Laman A. Gray. West. 7. Surg., 1959, 67: 
153, 


THE AUTHOR related the indications, major operative 
steps, and postoperative complications in 376 women 
undergoing vaginal hysterectomy at the University of 
Louisville Medical School, Louisville, Kentucky. Of 
376 women, 226 had first degree prolapse, 100 had 
second degree prolapse, 47 had third degree prolapse, 
and 3 had complete procidentia. The patients with 
first and second degree prolapse were operated on 
because of the presence of additional uterine patho- 
logic conditions or dysfunction. The major pathologic 
findings were chronic cervicitis, myoma, subinvolu- 
tion, retroversion, and adenomyosis. The major dys- 
function was stress incontinence. 

The essential points of the operative procedure are 
angle sutures of the ligaments, closure of the peri- 
toneum, opening the mucosa at the apex of the vagina 
for extraperitoneal drainage, angulation of the ure- 
thra at the internal sphincter, and repair of high 
rectocele. Of the total group 89.8 per cent had addi- 
tional repair of cystoceles and rectoceles, 9.5 per cent 
had repair of rectoceles alone, and 0.7 per cent had 
no repair. 

If operation is performed for positive findings and 
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positive symptoms, the results in the vast majority 
should be excellent. The most annoying problem in 
the cases reported by the author was the difficulty in 
establishment of voiding in the immediate postopera- 
tive period. The late complications were stress incon- 
tinence (12 cases), recurrent prolapse (23 cases), and 
recurrent enterocele (6 cases). Accurate preoperative 
judgment in determining the necessity for the opera- 
tion is repaid in the comfort and well-being of the 
patient. — Stephen W. Carveth, M.D. 


Surgical Management of Carcinoma of the Cervix, 
Joseru W. Ketso. South M. 7., 1959, 52: 681. 


THE AUTHOR reported on the 5 year survival rates of 
132 patients with cervical carcinoma treated either at 
the University of Oklahoma School of Medicine, 
Oklahoma City, or in his private practice from 1945 
to 1953. All patients were accepted for treatment in 
whom it was thought the entire lesion could be re- 
moved surgically. 

As soon as was logical after the usual total radical 
abdominal hysterectomy, each patient received 2,400 
roentgens to four portals. The author recognized that 
this amount of radiation is below a cancerocidal level, 
but since his 5 year survival rates are higher than any 
reported in the literature today perhaps its use is sig- 
nificant and has some advantages. The 5 year survival 
rates for 132 patients having carcinoma of the cervix 
of various stages (International Classification) and 
treated surgically and by radiation are as follows: 
stage I—78 patients treated, 67 survived (85.9 per 
cent); stage II—52 patients treated, 37 survived (71.1 
per cent); stage II[—2 patients treated, 2 survived 
(100 per cent). One patient having carcinoma of the 
cervix in stage I was lost to follow-up and was con- 
sidered dead. Of the 132 patients 106 survived 5 years 
or more for a 5 year survival rate of 80.3 per cent. 

The author also reported that of 9 patients who had 
adenocarcinoma, only 5 were alive and well at the 
end of 5 years. Seven of 12 pregnant women with this 
disease were alive and well 5 years after operation. 
The author related thé usual morbidity and mortality 
rate of 2.2 per cent for the 132 surgical patients. 

Since these figures are more favorable than those 
formerly obtained by the author by radiation alone, 
he believes the results are worthy of consideration. 


—Stephen W. Carveth, M.D. 


Regional Lymphnodectomy as an Adjunct to Radia- 
tion Therapy of Carcinoma of the Cervix. Rosert 
A. Kimsroucu. South M. 7., 1959, 52: 674. 


THE AUTHOR first gives a brief historical account of 
the treatment of cervical carcinoma. A fair average 
of 5 year survival rates after radiation therapy is 75 
per cent for growths limited to the cervix, 50 per cent 
for those questionably limited, and 20 per cent for 
those invading the broad ligament. These survival 
rates are in direct proportion to the recognized ab- 
sence of involvement of regional lymph nodes. Thus 
it seems necessary to develop more effective tech- 
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niques of radiation or surgical removal of pelvic 
lymph nodes. 

This is a preliminary report concerning the value 
of bilateral extraperitoneal exploration and regional 
lymphnodectomy. The procedure has been carried 
out over the past 6 years on 87 patients with cervical 
carcinoma. A McBurney type of incision is used and 
the peritoneum and contents are reflected medially. 
This provides excellent exposure of common, internal, 
and external iliac vessels. The areolar tissue and 
lymph nodes surrounding the aforementioned vessels 
are removed from the lower part of the aorta down 
to the inguinal ligament. The ureter is not detached 
from the posterior leaf of the broad ligament because 
the author is of the opinion that a cancerocidal dose 
of radium will be delivered this far laterally. 

After a similar dissection is carried out on the other 
side, the first application of radium is administered 
under the same anesthesia. Initially 3,600 gamma 
roentgens are given into the cervical canal and into 
the lateral vaginal vaults. A second similar dose is 
given 2 weeks later, and this is followed by full ex- 
ternal roentgen therapy given over a period of 4 or 5 
weeks. 

In 12 of the 60 patients (20 per cent) with clinical 
stage I lesions, metastasis to the lymph nodes had 
developed. Of the 30 patients in the same category 
who were treated more than 3 years earlier, 86.7 per 
cent were well and without evidence of recurrence. 
Nine of the 24 patients (38 per cent) with stage II 
lesions showed nodal metastasis. Of the 12 of these 
24 patients treated more than 3 years previously 6 
(50 per cent) apparently were well. Five patients in 
whom positive nodes were found had survived 3 to 6 
years. ‘These results, although of short duration, en- 
courage the author to continue his present plan of 
therapy. — Stephen W. Carveth, M.D. 


Postmenopausal Bleeding. FRANKLIN L. PAYNE, RALPH 
C. Wricut, and Henry H. Fetrerman. Am. 7. Obst., 
1959, 77: 1216. 


Durinc A 10 YEAR PERIOD, from 1941 to 1951, 698 
patients were admitted to a gynecologic service with 
postmenopausal bleeding. All were 45 years of age or 
older, presented menopausal symptoms of varying 
severity, and had been amenorrheic for at least 6 
months. 

In the present study postmenopausal bleeding is 
defined as the discharge of sanguineous material from 
the genital tract, beginning 6 months after the cessa- 
tion of menstruation at the age of 45 years or older. 
The cause of the bleeding was found to be benign in 58 
per cent, malignant in 30 per cent, and uncertain in 
12 per cent of the patients. 

Today, the most frequent cause of postmenopausal 
bleeding is estrogen therapy. Although estrogen has 
never been proved to cause genital malignant lesions, 
it has never been considered to be a deterrent to their 
development. Prior to the institution of estrogen ther- 
apy, thorough gynecologic examination is in order 
and is mandatory in the event of bleeding during the 
administration of estrogens. A pelvic abnormality that 
might explain the bleeding indicates hospitalization 
for diagnostic and corrective measures. 

The high rate of malignancy in the early post- 





menopausal period, that is, in the 6 to 12 month 
span, indicates that bleeding at this time should be 
viewed with grave suspicion. The presence or absence 
of either menopausal symptoms or menstrual molim- 
ina, the character of the bleeding, and the local find- 
ings as to postmenopausal alterations will aid in the 
decision regarding further investigation. 

Postmenopausal bleeding for which the original in- 
vestigation reveals no explanation requires prolonged 
follow-up observation. Subsequent bleeding suggests 
that repeated deliberate investigation should be made 
with use of all the present day facilities. If the investi- 
gation is negative for a malignant lesion, the bleeding 
will respond to simple measures, as a rule, except in 
the presence of active postmenopausal endometrial 
hyperplasia. In this condition, subsequent bleeding 
with persistence of hyperplasia indicates definitive 
surgical care. Should this become necessary, the 
abdominal route is preferred. 

—Ely Elliott Lazarus, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Antimicrobial Treatment of Tuberculous Salpingi- 
tis. GEORGE SCHAEFER. Am. 7. Obst., 1959, 77: 996. 


THE AUTHOR presents the clinical and pathologic find- 
ings in 10 patients in whom a diagnosis of tuberculous 
salpingitis was made and who were treated with anti- 
microbial drugs before salpingectomy. An evaluation 
of the effect of antimicrobial drugs in cases of lung 
and kidney tuberculosis, where surgical specimens 
were available, is first presented. The result of anti- 
microbial therapy in tuberculosis of the cervix and 
endometrium, as reported in the literature, is reviewed. 

The author describes the histologic changes seen in 
untreated tubal tuberculosis, those observed after 
short term chemotherapy (treatment up to 3 months), 
and those observed after long term chemotherapy (10 
months to 3 years). 

Short term antimicrobial therapy does not effect a 
cure of tuberculous salpingitis and histologic evidence 
of tuberculosis is present in the tubes in 90 per cent of 
the cases. The author’s policy is to treat minimal 
pelvic tuberculosis for 2 years or longer and to follow 
these patients indefinitely, operating if signs and symp- 
toms of recurrence appear. Advanced pelvic tubercu- 
losis should be treated surgically after a 3 to 4 months’ 
preoperative course of antituberculosis drugs and 
postoperative antimicrobial ther-~y should be given 
for approximately 1 year. 

The recommended treatment is either streptomy- 
cin, PAS and isoniazid, or streptomycin and isoniazid. 
The dosage the author uses is 1 gm. streptomycin, 
intramuscularly, daily for 2 weeks and then 1 gm. 
twice a week; 12 gm. PAS daily, orally, in 3 or 4 di- 
vided doses; 300 mgm. isoniazid daily in 3 divided 
doses. Drug therapy is most effective against recent 
tuberculosis. 

After antimicrobial treatment the tube does not 
return to its pretuberculous state and there is little 
hope for the occurrence of a normal intrauterine preg- 
nancy, according to the author’s experience. In the 
rare instance where pregnancy does occur, there is 4 
4 to 1 chance for a tubal pregnancy or an abortion. 
—Lawrence I. Bernard, M.D. 
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Mustard Chemotherapy in Ovarian Carcinoma. 
Eve.yn V. Coonrap and R. W. Runptgs. Ann. Int. M., 
1959, 50: 1449. 

OvaRIAN CARCINOMA is the third most common malig- 

nant lesion arising from the female genital tract and 

the one least amenable to successful treatment. The 
tumor is notoriously silent. Its discovery at an early 
stage is difficult, even in women who have frequent, 
routine pelvic examinations. Papanicolaou cytologic 
studies ordinarily give no clue as to its presence, and 
appearance of symptoms is unusual until invasion of 
the retroperitoneal pelvic tissues, or bladder or bowel 
wall, or intraperitoneal spread has occurred. At 
operation, viable tumor cells have been found in 
peritoneal washings in the great majority of patients, 
including many of those without visible metastases. 

The standard treatment of ovarian cancer has long 
been the surgical removal of as much malignant tissue 
as possible, followed by external irradiation. For some 
twenty years the 5 year survival rate has averaged 
about 35 to 40 per cent. When the malignant growth 
appears to be confined to the ovarian mass, as is the 
case in about 1 patient in 5, the 5 year survival rate is 
still only 50 to 60 per cent. 

The difficulties of early diagnosis and the lack of 
effective treatment have led some surgeons to recom- 
mend prophylactic oophorectomy at the time of 
other pelvic operations, especially in those performed 
after the menopause. Although the possibility of de- 
velopment of a malignant ovarian tumor in subse- 
quent years seems to be great enough to justify this, 
its over-all incidence would not be much reduced. 

The potential usefulness of some newer therapeutic 
agents has been explored. Radioactive colloidal gold 
and chromic phosphate P have been given in an effort 
to control ascites and pleural effusion. Supervoltage 
irradiation has been recommended to reach deeply 
located tumor masses more effectively. The potential 
value of chemotherapy in ovarian carcinoma became 
evident whe: tumor regression was observed in 3 of 4 
patients with widespread disease to whom nitrogen 
mustard and/or triethylene melamine (TEM) was 
given. In a combined series of 26 patients treated with 
these agents and reported in 1955, 8 women showed 
objective evidence of tumor regression and 14 in all 
had symptomatic improvement. 

The purpose of the present paper is to review the 
author’s entire experience with the alkylating agents, 
nitrogen mustard, TEM, triethylene thiophosphora- 
mide (Thiotepa), and chlorambucil in the treat- 
ment of 38 patients during the last 6 years. Chemo- 
therapy has been definitely worthwhile in about one- 
half the series. The value and limitations of systemic 
therapy utilizing the mustard compounds, however, 
can now be defined with fair accuracy. 

The results of chemotherapy, as tabulated, were 
graded as excellent in 4 patients, good in 7, and fair in 
6. The duration of favorable responses ranged from 4 
months to more than 6 years. In 15 patients (40 per 
cent) of the series there was no evidence of antitumor 
effect. The response to chemotherapy could not be 
evaluated in 6 patients. This group included women 
with stage I disease (1 of whom had a granulosa cell 
carcinoma without apparent metastases), 3 with 
known metastases who remained clinically well after 
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variable periods of chemotherapy, and 1 whose status 
is uncertain. 

The response of ovarian tumors to the mustard 
chemotherapy showed no definite correlation with 
their pathologic features. Three of the 4 patients who 
had excellent responses had well differentiated papil- 
lary cystadenocarcinomas. In each of the other groups 
of patients with good, fair, or no response the patho- 
logic findings ranged from well differentiated cyst- 
adenocarcinomas to undifferentiated carcinomas. 
Patients in whom tumor growth recurred after long 
intervals seemed to respond poorly to chemotherapy. 

—john R. Wolff, M.D. 


Lymphocysts; A Complication of Radical Pelvic 
Surgery. Fer1x RutLepce, Geratp D. Dopp, Jr., and 
Fitomeno B. Kasirac, Jr. Am. 7. Obst., 1959, 77: 
1165. 


A FREQUENT, serious postoperative complication of 
pelvic lymphadenectomy is an accumulation of fluid 
in the retroperitoneum at the dissection site. After 
removal of the lymph nodes and adipose tissue, an 
actual or potential space is created which is bounded 
laterally and posteriorly by the denuded muscular 
walls of the pelvis and medially by the stripped peri- 
toneum. In the majority of the cases obliteration of 
the artificial compartment occurs promptly. In ap- 
proximately one-fourth of the patients, however, a 
pool of lymphlike fluid maintains or augments the 
volume of the dissection space. The resulting mass 
produces varying pressure effects on the ureters, 
bladder, rectosigmoid, and blood vessels. These effects 
may be minimal or sufficiently severe to interfere 
with the function of these structures, thereby signifi- 
cantly prolonging postoperative morbidity. The more 
common differential diagnoses are urinary retention, 
cystitis, hematoma, infection of the incision, and 
thrombophlebitis. The small percentage of lympho- 
celes that inexplicably appear late in the postopera- 
tive phase may be confused with recurrent carcinoma. 
If there is no demand for immediate treatment, the 
lymphoceles should be observed for spontaneous 
regression. This is usually possible with the smaller 
ones. Regression is often slow and extends over a 
period of several months. For the large and more in- 
capacitating lymphoceles, immediate though tem- 
porary relief can be obtained by aspirating the fluid. 
The needle puncture may be made through either the 
abdominal or vaginal wall. The more prominent part 
of the mass is chosen for puncture and can be de- 
termined by abdominal and vaginal palpation. Since 
refilling usually occurs in 24 to 36 hours, multiple 
taps are necessary. This almost invariably causes 
secondary infection. Strict, sterile technique should al- 
ways be observed when aspiration is performed on these 
patients. The lymphoceles that become infected may 
grow into a large abscess which is too deep to develop 
its own drainage to the outside. In these circumstances 
incision and drainage are advised. The approach to 
incising the lymphoceles has been most frequently 
through the lower abdominal wall; however, in 
several patients, the lymphoceles could be felt promi- 
nently through the vagina. Incision by this route 
leads to rapid recovery because of the excellent de- 
pendent drainage. —Ely Elliott Lazarus, M.D. 
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EXTERNAL GENITALIA 


Vulvectomy. Jack R. PostLe and Joun C, ULLERY. Am, 
J. Surg., 1959, 97: 690. 


THIS ARTICLE REVIEWS 55 vulvectomies performed at a 
university hospital over a 15 year period. The term 
vulvectomy is defined as the surgical excision of a 
circumferential portion of the vulva. The extent of 
vulvectomy varied from the simplest excision of the 
labia minora and inner aspect of the labia majora to 
wide vulvectomy and bilateral Bassett-type inguinal 
node dissection. Twenty-eight vulvectomies were per- 
formed for malignant lesions and 27 for benign condi- 
tions. 

The average age of the patient in the malignant 
group was 59 years and in the benign group 58 years. 
There were 52 white patients, and 3 Negroes. Vulvar 
pruritus was the most common symptom in both 
groups. In this series patients in both the benign and 
the malignant groups had had many years of distress- 
ing pruritus while treating themselves or being treated 
unsuccessfully with ointment, lotions, and, all too 
frequently, low dosage roentgen therapy. Associated 
conditions which because of their frequency must be 
considered contributory to vulvar disease include age, 
diabetes mellitus, obesity, and psychoneurosis. 

In contrast to the previously mentioned associated 
and predisposing conditions there are certain lesions 
that seem to bear a direct etiologic relationship to 
carcinoma of the vulva. The following conditions in 
the order of their frequency are etiologic factors: 
leucoplakia, syphilitic or postsyphilitic ulcer, senile 
warts, Bartholin’s abscess, urethral caruncle, and 
trauma. 

All 28 patients with malignant lesions had squa- 
mous cell carcinoma. Each patient in this group had 
complete vulvectomy. In addition, 13 patients had 
complete bilateral Basset. node dissections performed. 
Colostomy and excision of the anus and lower rectum 
for a lesion of the perineal body invading these 
structures were performed for 1 patient. 


—Ely Elliott Lazarus, M.D. 


MISCELLANEOUS 


Hormonal Aspects of Hydatidiform Mole and Chorio- 
epithelioma (Aspetti ormonali della mola vescicolare 
e del corionepitelioma). UmBerro Botocna. Clin. 
ostet. gin., 1959: 61: 65. 


THE SUBJECT MATTER covers in considerable detail the 
case histories of 25 patients, 12 with hydatidiform 
moles and 13 with chorioepitheliomas, seen from 
1950 to 1955 at the Gynecologic Clinic of the Uni- 


versity of Rome, Italy. The Galli-Mainini technique 
of hormonal determination was used exclusively 
throughout, the aim being always to detect in ad. 
vance the development of the malignant chorio- 
epithelioma so that immediate steps could be taken, 
usually in the form of total hysterectomy and bilateral 
adnexectomy. This is éxtremely important when the 
histologic findings are either absent, negative, or in 
some cases doubtful. 

Among the various hormonal studies, including 
levels of pregnandiol, 17-ketosteroids, and estrogens, 
only the chorionic gonadotrophins have been found of 
value in indicating the early development of the 
malignant condition, chorioepithelioma. Mention is 
made of the need to take into account the occasional 
error caused by some particular biologic insidiousness. 
Abnormally high levels of gonadotrophic hormones 
occur in multiple pregnancies and hyperemesis 
gravidarum as well as in the two conditions that are 
discussed by the author. 

The consensus of opinion is that the hormone levels 
in question reach their highest point during the 
second and third month of pregnancy, between 
30,000 and 50,000 units (rabbit), gradually dis- 
appearing toward the end of gestation. Titers that 
oscillate between 200,000 and 800,000 units point to 
hydatidiform mole or _ chorioepithelioma. The 
elevated figures noted usually drop rapidly to a very 
low titer after the expulsion of the molar mass, where- 
as, in patients with chorioepithelioma, the hormone 
levels remain high with a tendency to mount higher 
and higher. 

The explanation given for the presence of these 
elevated titers of the hormone under investigation is 
that there is a marked hyperactivity of the tropho- 
blastic layer of the chorion during the course of the 
pregnancy and the concurrent fetal development. No 
reason has been found thus far for the paradoxically 
low levels in patients with molar masses or even with 
chorioepitheliomas. A few of these cases are men- 
tioned. 

Emphasis is placed by the author on the need to 
study the entire hormone elimination curve over a 
prolonged period and not to rely merely on isolated 
determinations. The curve that remains elevated or 
presents a clearly rising tendency should arouse the 
suspicion of the physician in every case. This observa- 
tion must be correlated with the history and physical 
findings of each patient. The general symptomatology 
noted is also of great importance, according to the 
author. He reports that about 45 per cent of chorio- 
epitheliomas originate from hydatidiform moles. 

— Vincent Ippolito, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Cervical Pregnancy; Review of the Literature and 
Presentation of Cases. RussELL J. PAALMAN and 
Tuomas W. McE in. Am. 7. Obst., 1959, 77: 1261. 


Tue AUTHORS have reviewed the literature relating to 
cervical pregnancy since 1911. It becomes apparent 
that there are varying degrees of “legitimacy” in the 
consideration of diagnostic criteria for the infrequent 
obstetrical entity of cervical pregnancy. The range 
extends from the very rigid criteria of Schneider to 
those of certain authors who think that no pathologic 
proof is necessary. The authors present a comprehen- 
sive classification of the possible variations of lower 
uterine segment, isthmic, and cervical implantations. 
All of the varieties which they list are, of course, to be 
differentiated from cervical abortion. The authors 
present 5 cases of cervical pregnancy, 2 of which are 
identified as cases with “probable pathologic proof” 
and 3 which were “‘clinically identified.” 

It became obvious to the authors from a careful 
review of the literature that the concept of severe 
hemorrhage as an inevitable accompaniment of cervi- 
cal pregnancy may have been overpresented, not only 
because there is a significant number of cases that 
have been identified by reliable observers without 
massive hemorrhage, but also because of the possibil- 
ity that many cervical pregnancies are “aborted” so 
early that disruption of cervical tissue may not have 
been profound. 

The typical clinical finding is a uterus with the 
products of conception contained entirely within and 
attached to the endocervix. Only decidual tissue may 
be obtained from the endometrial cavity. This im- 
parts to the uterus an “hour glass” shape with the 
cervical portion equal to, or somewhat larger than, 
the corporeal portion. The internal os is usually 
tightly closed. 

Treatment of cervical pregnancy consists of ad- 
equate blood replacement, removal of the products of 
conception, and curettage of the endometrial cavity 
and endocervix. Packing of the endometrial cavity, 
the dilated cervical canal, and the vagina (for coun- 
terpressure) may be required. 

If the possibility of endocervical implantation is 
kept in mind, careful preliminary pelvic examination 
may direct one toward the proper diagnosis. A cor- 
rect presumptive diagnosis was made in 2 of the au- 
thors’ 5 cases. 


The Painful Benign Abdominopelvic Syndrome of 
the Pregnant Woman; Its Relation to Disturbance 
of the Potassium Metabolism (Le syndrome dou- 
loureux abdomino-pelvien bénin de la femme enceinte: 
ses relations avec des troubles du métabolisme po- 
tassique). P. MuLLErR and P. Toussaint. Bull. Féd. Soc. 
gyn. obst., Paris, 1959, 11: 52. 


PoTAssIUM CHLORIDE was administered orally or in- 
travenously to 20 patients as therapy for lower ab- 
dominal and pelvic pain during the last trimester of 


pregnancy. In all patients presenting the syndrome, 
localized pain could be elicited in the region of the 
pubis, the acetabulae, and the levator ani. Rest, 
analgesics, and morphine had proved inéffective. 

The syndrome was originally described in 1942 by 
Lacomme, Jamain, and Cottrel who found that two- 
thirds of the patients with intense pain had an asso- 
ciated hypokalemia. Potassium therapy was success- 
ful according to Lacomme only in the hypokalemic 
patients. ae 

The authors of the present report found a 10 per 
cent incidence of the syndrome in the third trimester. 

The mean values for serum potassium for pregnant 
patients suffering from pain were identical to those 
free of pain. Despite this, 2 to 4 grams of potassium 
chloride administered daily were effective in obtain- 
ing complete relief for 11 patients, and partial relief 
for 7 patients. The apparent success of potassium 
therapy was attributed to a regulatory rather than a 
replacement effect. —George C. Lewis, jr., M.D. 


Abruptio Placentae. IsaporE Dyer and Everett V. 
McCaucuey. Am. F. Obst., 1959, 77: 1176. 


THE Gases of patients on the Tulane Obstetric Service 
of the Charity Hospital in New Orleans, Louisiana, 
were reviewed and a total of 214 cases of severe abrup- 
tio placentae found among the 39,000 deliveries. It 
was interesting to note that in the first 5 years there 
were 82 cases and in the second 5 years 132, an in- 
crease which was not entirely accounted for by the 
increase in the number of deliveries. The explanation 
was not clear. There appeared to be no constant etio- 
logic factors present; socioeconomic factors and multi- 
parity, however, were commonly noted. All of the 
patients were indigent. There was a previous history 
of toxemia in only 47 of the patients. The most fre- 
quent clinical findings were vaginal bleeding, abdom- 
inal pain, uterine tetany, and albuminuria. A number 
of associated conditions were noted, none of which 
appeared to be specifically related to the condition. 
Of the 214 patients 133 were delivered vaginally and 
cesarean section performed in the remainder. Hyster- 
ectomy was indicated in 23 cases; 2 of these patients 
were delivered vaginally. There were numerous post- 
partum complications, the major one being urinary 
suppression which occurred in 8 patients. Four of 
these patients died. There was a total of 6 maternal 
deaths, 3 in each 5 year period. The cause of death 
was renal cortical necrosis in 3 cases, tubular necrosis 
in the kidney in 1 case, shock in 1, and cerebral 
thrombosis in 1. 

Summarizing the maternal deaths, multiparity and 
lack of prenatal care appeared to be underlying fac- 
tors, and toxemia of pregnancy was present in all of 
the patients who died. However, the authors felt 
strongly that the delay in definitive therapy was the 
immediate factor leading to the patient’s deaths. 
Examination of the fetal results indicates again that 
delay reduces the fetal salvage. Cesarean section in 
this series did not improve the fetal salvage, but the 
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authors thought that the maternal indications were 
strong enough to warrant cesarean section in the pa- 
tients with severe abruptio placentae in whom vaginal 
delivery could not be anticipated within a very short 
period of time. — James F. Donnelly, M.D. 


Can Infant Mortality in Late Toxemia of Pregnancy 
be Decreased by Treatment with Medication That 
Lowers the Blood Pressure? (Laesst sich die kindliche 
Mortalitaet bei der Spaetgestose durch die Behand- 
lung mit blutdrucksenkenden Medikamenten verrin- 
gern?). Lutwin Beck. Geburtsh. @ Frauenh., 1959, 19: 
407. 


THE AUTHOR describes his program of management 
in 331 cases of toxemia occurring from 1955 to 1958. 
Fetal mortality in these cases was 50 per cent less 
than it had been during the period from 1951 to 1954, 
i.e., before the introduction of hypotensive drugs in 
the treatment of toxemia of pregnancy. Patients with 
a blood pressure in excess of 140/90 mm. Hg are ad- 
mitted to the author’s clinic and treated conserva- 
tively for 2 to 3 days. If prompt reduction of the 
blood pressure does not occur, the use of hypotensive 
drugs is initiated. These drugs are then continued 
until delivery. In instances of severe toxemia the au- 
thor favors termination of pregnancy by caesarean 
section—after continuous treatment with hypotensive 
drugs—at about the thirty-eighth week of gestation. 
The hypotensive medicaments recommended by the 
author include a combination of “‘puroverin,” ‘‘nep- 
resol,” and reserpine. 

The author believes that no increased risk for the 
baby results from maintenance of a pregnancy at 
least until the thirty-eighth week with the use of the 
hypotensive drugs. —Thomas W. McElin, M.D. 


NEWBORN 


Premature Infant Deaths, A 10 Year Study of Causes 
and Prevention. E. Stewart Taytor and LoutsE C. 
WALKER. Obst. Gyn., 1959, 13: 555. 


THE PREMATURE INFANTS (1,000 to 2,500 grams) born 
at the Colorado General Hospital, Denver, during 
the years 1947 to 1957 are the subject of this report. 
There were 1,425 such infants, an incidence of 13 per 
cent of all deliveries. The over-all premature perinatal 
mortality was 15 per cent. 

When premature infants were divided into those 
born of mothers with no complication of pregnancy 
and those born of mothers with medical or obstetric 
complications, the respective premature perinatal 
mortalities were 7 per cent and 26 per cent. In a 


previous report from the same institution the pre- 
mature perinatal mortality rates for these two groups 
of infants were 8 per cent and 37 per cent, so that the 
program espoused by the authors resulted in an in- 
creased salvage of premature infants born of mothers 
with complicated pregnancies. 

The obstetric portion of the aforementioned pro- 
gram is concerned with the early and prolonged 
hospitalization of the patients with complications. 
particularly those associated with prematurity, in- 
creased uterine irritability, and diminished uterine 
circulation. Such complications include twin preg- 
nancies, toxemia, placenta previa, and maternal 
infection. 

The authors do not believe that the use of hormones 
or drugs will prevent premature delivery, but they do 
believe that surgery for an incompetent internal 
cervical os in the well selected case has proved to be 
of value. Minimal to no analgesia and local or re- 
gional anesthesia is the general rule for premature 
delivery. 

Credit is given the Premature Infant Center of the 
hospital for the nursing care given the premature 
infants. —M. Leon Tancer, M.D. 


Eye Injuries ~ Birth (Zur Kenntnis der Augen- 
verletzumgen bei der Geburt). F. RinTELEN, J. BERc- 
ER, and U. STAUFFENEGGER. Schweiz. med. Wschr., 1959, 
89: 427. 


THE AUTHORS comment that serious injuries to the eye 
during delivery are rare. They specifically mention, 
however, that such injuries occur not only in forceps 
delivery but also occasionally during spontaneous 
delivery as a result of cephalopelvic disproportion. 
The injuries arise when the bag of waters has been 
ruptured and the uterine forces work “‘directly on the 
baby.” The literature on the subject is thoroughly 
reviewed with specific reference to the frequency of 
mild bleeding into the retina. 

The most serious lesions to the eye occur through 
damage by the forceps blades in difficult deliveries. 
Two dramatic and horrendous case reports are pre- 
sented—one of an avulsion of the bulb with a torn 
optic nerve and one of severe orbital hematoma lead- 
ing to total blindness. The mothers were both older 
primigravidas with “overdue” infants. Labor was 
prolonged and forceps delivery difficult. Minor in- 
juries noted by the authors include excoriations, 
edema, minor hematomas of the eyelids, conjunc- 
tival hemorrhage, and corneal edema. Fractures of 
of the orbital bones have also been reported. 

— Thomas W. McElin, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Adrenal Cysts: Review of the Literature and Report 
of 3 Cases. GEorGE A. ABESHOUSE, ROBERT B. GOLD- 
sTEIN, and Benjamin S. AsesHouseE. 7. Urol., Balt., 
1959, 81: 711. 


Cysts OF THE ADRENAL GLAND are rare pathologic 
lesions. The authors have collected a total of 155 cases, 
88 of which were discovered at autopsy. Three of the 
67 operative cases reported were observed by the 
authors. 

The most common variety of adrenal cyst is the 
pseudocyst, which may originate in a hematoma in or 
around the adrenal or in an area of hemorrhage and 
necrosis within a benign or malignant adrenal tumor. 
There were 51 of these cases in the series. 

Cystic lymphangiectasia is most frequently found at 
autopsy (41 cases). Occasionally one or more of these 
small cysts become enlarged and are described as 
serous or lymphangiomatous cysts. This type represents 
the second most common clinical variety as indicated 
by 22 operative cases. 

Less common types of adrenal cysts are parasitic 
cysts (echinococcus), retention cysts, and cystic 
adenomas. 

Adrenal cysts may occur at any age but are more 
commonly found in the fifth and sixth decade. They 
occur more frequently in women in a ratio of 3 to 1. 

There is no characteristic symptom complex. Many 
cases with a small single cyst or with multiple cyst 
formation are asymptomatic and are accidentally dis- 
covered at autopsy. In large cysts, which may require 
surgical treatment, the most prominent clinical fea- 
tures are dull pain in the adrenal area, gastroin- 
testinal symptoms, and a palpable mass. Endocrine 
dysfunction is an infrequent accompaniment. Eleva- 
tion of blood pressure may be present when the cyst 
occurs within a pheochromocytoma. Disturbance in 
electrolyte balance and excretion of 17-ketosteroids has 
not been observed. 

Correct diagnosis is difficult because of bizarre 
clinical signs and symptoms. Roentgenographic ex- 
aminations are the most important measures and in- 
clude plain and lateral films, excretory and retrograde 
urography, tomography, retroperitoneal air injection, 
and gastrointestinal studies. Calcification in the walls 
of the cyst, particularly in pseudocysts, may be an 
important clue. 

Since adrenal cysts are benign, surgery is necessary 
only for large cysts producing pressure symptoms. The 
operation of choice is enucleation of the cyst with 
preservation of the ipsilateral kidney. The approach 
may be transperitoneal, lumbar, or transthoracic. 

The authors report 3 cases. The first was a 3 year 
white male found to have a hemorrhagic cyst of 
adrenal origin and several areas of calcification in the 
walls of the cyst. The second case was an adrenal cyst 
of lymphangiomatous origin in a 19 year old student 
nurse. The third case in a 42 year old white housewife 
was a solitary serous cyst of lymphatic origin. The 
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case histories and findings are presented in detail, 
supplemented by roentgenograms. 
—Allan K. Swersie, M.D. 


Malignant Pheochromocytoma. Etmer C. BarTELs. 
Surg. Clin. N. America, 1959, 39: 805. 


THE CLINICAL PATTERN of pheochromocytoma is well 
known and the condition is not rare. The prognosis 
on removal of the tumor or tumors is usually good; 
however, malignant degeneration has been reported 
in approximately 8 to 10 per cent of all cases. 

The diagnosis of malignancy is difficult on histo- 
logic examination. The existence of metastases or 
local invasion is a more reliable criterion than minor 
capsular infiltration or the presence of cells in blood 
vessels. 

Metastatic lesions may be wide-spread and may 
produce symptoms similar to those of the primary 
tumor. 

In a total of 21 cases recorded in the English litera- 
ture, the lesions showed no predilection for any par- 
ticular site. The skin was involved twice. 

The author reviewed 14 cases of pheochromocy- 
toma observed at his clinic. Two were malignant. 

Since cases of late appearance of malignant meta- 
Static carcinoma with features of pheochromocytoma 
have been reported, a uniformly favorable prognosis 
is not justified after successful removal of what ap- 
pears to be a benign tumor. 

—Allan K. Swersie, M.D. 


Clinical Significance of Double Kidneys (Zur Frage 
der klinischen Bedeutung ven Doppelnieren). W. Escu 
and K. Ha.seis. Wien. med. Wschr., 1959, 109: 431. 


In A sERIES of 13,699 patients examined at the First 
Surgical Clinic of the University of Vienna, Austria, 
from 1953 to the first quarter of 1958, only 83, or 0.61 
per cent, showed double kidney. No instance of a more 
than double anlage of the lacunar system in one kid- 
ney was observed. The sex incidence was equal. The 
tabulated varieties of double kidney in this series in- 
cluded 26.5 per cent bilateral double kidneys, 54.1 per 
cent ureteral fistulas in the upper portion of the ure- 
ter, 41 per cent in the lower third, and 4.9 per cent in 
the middle third. The subsequent liability to disease 
was not influenced by the level of the bifurcation. No 
valve formation or stasis in this portion of the ureter 
appeared to be caused by crossing of the ureters. Fifty, 
or 60.2 per cent, of all the patients had no symptoms 
whatsoever. Pathologic changes in the kidney and ure- 
ter were noted in 33 cases, or 39.8 per cent, but did not 
always involve the double kidney. Calculi were found 
in 18 cases (21.7 per cent) at the site of the double kid- 
ney, but in the majority of cases of calculi it was no 
longer possible to determine in what portion of the 
double cavity system they had formed. Small stones 
could have passed spontaneously. Six patients with 
unilateral double kidney had calculi in the normal 
kidney. The incidence of calculi in the vicinity of the 
kidney and ureter in the entire hospital at this time 








was only 12.1 per cent thus indicating a much higher 
incidence in double kidney. 

In the: present series of 83 cases of double kidney, 
tuberculosis of the urinary tract was found in 4 cases. 
In 2 of the latter it was the normal kidney only that was 
affected. In one case the normal kidney was removed 
for tuberculosis but one year later there developed a 
rapidly progressive tuberculosis of the double kidney, 
with a fatal termination. In one case in which the tu- 
berculosis was primarily discovered in the double kid- 
ney, roentgenograms and animal tests showed bilateral 
tuberculous infection. This patient remained under 
treatment at the sanitarium. Tuberculosis in double 
kidneys appears to be slightly more common than in 
normally developed kidneys, the incidence in the 
whole group of patients admitted being only 0.46 per 
cent. 


In 2 patients double kidney was associated with dil- 


atation of the entire ureter and improvement followed 
irrigation of the renal pelvis and urinary disinfection. 
Surgery was not needed. Hydronephrosis due to me- 
chanical obstruction caused by crossed vessels was 
noted in 0.7 per cent of all urologic patients, but not in 
patients with double kidneys. In two hydronephrotic 
double kidneys with hydroureters, the obstruction ap- 
peared to be due to a congenital predisposition to dy- 
namic disorders of evacuation. In one instance a dou- 
ble kidney was found to be primarily hypoplastic. 
Ectopic openings of the ureter were observed twice in 
double kidney, in one instance the bilateral double 
kidney was associated with an ectopic opening of the 
ureter from the upper portion of the double kidney in- 
to the vagina. In the other case of bilateral double kid- 
ney, the ureters of the upper portions of the kidneys 
opened separately beside the urethra in the vaginal 
vestibule. Only 6 such cases have been reported. In 2 
patients, double kidneys were associated with other 
developmental anomalies, in one with cryptorchidism 
and in the other with a double urethra. 

Surgical intervention was required in 3 of the 83 
cases; in one case a double kidney was removed be- 
cause of calculous pyonephrosis, and in the 2 cases 
with ectopic ureteral openings, the upper portion of 
the double kidney and its ureter were removed. Dur- 
ing this same period 290 operations were performed 
on the kidneys and ureters. Surgery was performed 
for double kidney in 1.03 per cent. 

A congenital double kidney with a normal excre- 
tory apparatus does not necessarily imply a deficiency 
of the whole organ, since 60.2 per cent of the patients 
with double kidney presented no signs of renal 
disease. Nevertheless, a statistical comparison of 
urologic affections in double kidneys, as compared 
with such incidence in normal kidneys, indicates a 
higher susceptibility to disease in the double kidneys. 

—Edith Schanche Moore. 


Angiography of the So-Called Unilateral Nonfunc- 
tioning Kidney (Ein Beitrag zur Angiographie der 
sog. einseitigen funktionslosen Niere). GERHARD Hart- 
MANN. schr. Urol., 1959, 52: 161. 


THE AUTHOR, of the Urologic Department of the 
Surgical Hospital of the University of Jena, Germany, 
emphasizes the diagnostic importance of renal angiog- 
raphy in cases in which it is impossible to establish a 
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diagnosis by the conventional methods of intravenous 
pyelography and retrograde urography. 

The author differentiates between absolute and 
relative indications for renal angiography. An abso. 
lute indication is found for example, when there is 
complete unilateral failure of excretion in intra. 
venous pyelography and simultaneous failure in 
retrograde urography because of a calculus, ureteral 
stenosis, or tumor. In other cases the differential 
diagnosis between renal tumor and renal cyst is 
impossible without angiography. A relative indication 
is the use of angiography for confirmation of a diag. 
nosis that has previously been established by other 
methods. 

Angiography for so-called nonfunctioning kidney 
was carried out in 30 of the author’s patients. Several 
pertinent cases are reported in detail, and instructive 
illustrations of the arteriograms are included in the 
original article. 

Unilateral failure of excretion in urography may be 
due to very different pathologic conditions. These 
include obstruction of the ureter by calculi, tumors, 
papilloma of the renal pelvis, hydronephrosis, and 
renal tuberculosis. In many of these conditions ne- 
phrectomy can be avoided, and the kidney function can 
be restored, by conservative surgery. According to the 
author’s experience restoration of kidney function can 
be expected if the angiogram shows that the lumen 
of the renal artery has not decreased to less than 70 
per cent of normal and the intrarenal blood vessels are 
only moderately rarefied. 

The author concludes that in many cases of so- 
called unilateral nonfunctioning kidney renal angiog- 
raphy will demonstrate whether conservative or 
radical surgery is indicated. 

— Werner M. Solmitz, M.D. 


Diagnosis and Treatment of Unilateral Ascendin 
Anuric Pyelonephritis Following Instrumenta 
Examinations of the Urinary Tract (Diagnose und 
Behandlung der einseitigen ascendierenden anurischen 
Pyelonephritis nach instrumentellen Harnwegsunter- 
suchungen). G. KarcueEr. Langenbecks Arch. klin. Chir., 
1959, 291: 35. 


Four cases are described in which endovesical exam- 
ination performed for ureteral calculi was followed by 
fever, leucocytosis, oliguria, and fatal anuria. The 
anuria in such cases was formerly attributed to inhibi- 
tion of diuresis by mechanical or reflex factors in the 
affected kidney. The author attributes it to reflex 
anuric conditions in the contralateral kidney. Former- 
ly, the accepted treatment consisted in removal or 
circumvention of the obstruction and administration 
of minerals, blood transfusions, and antibiotics, but 
this treatment was not always successful in preventing 
a fatal outcome. Neither removal of the ureteral cal- 
culus, nephrostomy, nor decapsulation of both kidneys 
yielded the hoped for results. Nor did the measures for 
opening abscesses usually employed to combat ascend- 
ing pyelonephritis yield successful results. In consider- 
ing how long the contralateral kidney may remain 
capable of regeneration after removal of the infected 
kidney, it was concluded that although a nephrectomy 
performed under antibiotic protection in the stage of 
total anuria might restore diuresis of the contralateral 
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side, the recuperative powers of such a kidney in 
advanced stages could only be assumed. The period 
required for regeneration of the tubuli on the contra- 
lateral side after removal of the infected kidney must 
be bridged with potent mineral substitution therapy 
and eventually an artificial kidney. The pyelonephri- 
tides due to Escherichia coli or enterococci are usually 
benign and respond to antibiotic therapy. When the 
infection is due to hospital streptococci or staphylo- 
cocci that have gained access during catheterization 
of the ureters, however, the infection spreads rapidly 
from the renal pelvis and ureter up into the kidney. 
Stasis in the infected kidney is followed within a few 
hours by the onset of toxic and ischemic injury of the 
contralateral kidney. 

Anuric pyelonephritis is not caused by hematoge- 
nous foci, bilateral reflex anemia, or infection via the 
lymphatics. Anuric ascending suppurative pyeloneph- 
ritis results from instrumental or hospital infection. 
The distinguishing features of ascending anuric pyelo- 
nephritis include: (1) obstruction of the urinary tract, 
(2) previous endovesical examination, (3) sudden on- 
set of septic temperature, (4) leucocytosis, and (5) 
oliguria. Demonstration of staphylococci or strepto- 
cocci in the urinary tract confirms the diagnosis. 
Diagnosis may be confirmed by surgical exposure of 
the kidney and nothing is lost by this procedure since 
even in severe urinary stasis without pyelonephritis, a 
temporary nephrostomy may be indicated, or in the 
presence of an ascending pyelonephritis, a nephrecto- 
my. After the infected kidney has been exposed, it is 
wise to decapsulate the organ since abscesses in their 
initial stages may be only the size of pinheads and are 
easily overlooked. The most frequent site of such ab- 
scesses is the pole of the kidney. 

Prophylactically, the danger of superfluous instru- 
mental examination in the presence of ureteral stones 
must be stressed, particularly in patients with a single 
kidney. Once the obstruction is removed anuric 
ascending pyelonephrosis cannot develop. Should re- 
moval of the stone be postponed, the slightest indica- 
tion of an anuric ascending pyelonephritis such as 
fever, leucocytosis, or oliguria must be followed by 
immediate exploratory exposure and eventual removal 
of the kidney. A diagnosis of bilateral reflex anuria will 
not suffice. To establish which kidney is infected, the 
examination of a few drops of urine from each ureter 
separately shortly before operation is indicated. If 
streptococci or staphylococci are found on one side, 
diagnosis is confirmed. In bilateral ascending pyelo- 
nephritis a conservative bilateral nephrostomy may 
be attempted. 

Histologic examination in one of the fatal cases re- 
vealed very different findings in the two kidneys, 
namely, in the obstructed kidney, a severe suppurative 
ascending pyelonephritis with moderate nephrotic 
features, while in the contralateral kidney a severe 
nephrosis was found with practically no inflammatory 
infiltrates. It was suspected that this nephrosis might 
have been caused by the infected kidney. 

The infected organ was removed in 2 subsequent 
cases, in the hope of preventing further damage to 
the contralateral organ, with possibility of regenera- 
tion. These 2 patients survived. 

— Edith Schanche Moore. 
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Partial Nephrectomy in the Treatment of Renal 
Tuberculosis (La nefrectomia parziale nel trattamen- 
to della tubercolosi renale). B. pt BELLo. Acta chir. 
ital., 1959, 15: 335. 


THE AUTHOR reports 2 cases of partial nephrectomy 
for renal tuberculosis performed in the Second Surgi- 
cal Division of the Civil Hospital of Udine, Italy. 

The first operation was performed on an 18 year 
old, unmarried woman in whom, 3 months previously, 
a diagnosis of infiltrative tuberculosis of the right lung 
had been established. For the past month she had 
been suffering from pollakiuria with burning sensa- 
tion on urination. The roentgenologic examination 
performed when she was admitted to the author’s 
service disclosed the presence of a small cavity in the 
upper pole of the right kidney that communicated 
with one of the superior calyces. After 4 months of 
antibiotic treatment the upper pole of the kidney, 
including the cavity, was resected. The histologic 
examination of the removed specimen revealed renal 
tuberculosis. After her operation the patient recovered 
without incident. All symptoms disappeared, but the 
antibiotic therapy was continued for 30 days post- 
operatively. For 6 months the patient enjoyed excel- 
lent health, then a hydronephrosis developed on the 
right side, necessitating later total nephrectomy. 

The second partial nephrectomy was performed on 
a 48 year old male who had been suffering for 2 
months from frequency of urination, burning, and 
some episodes of hematuria. At the time of admission 
the roentgenologic examination disclosed a stone in 
the right ureter and another in one of the upper 
calyces. At operation the upper pole of the kidney 
was removed. Study of the specimen disclosed the 
aforementioned stone in the superior calyx and near- 
by there were encountered a cavity, areas of inflam- 
matory sclerosis, and an area of caseation. The histo- 
logic diagnosis was renal tuberculosis with epithelioid 
and lymphoid nodules and giant cells in the caseous 
tissues. Antibiotic therapy was initiated after the par- 
tial resection and continued for more than 2 months. 
The patient was seen a year later and reported that he 
h-4 had no further symptoms. 

These 2 cases were included in a total of 57 
nephrectomies performed on the author’s service; the 
remaining 55 operations consisted of 36 (63.3 per cent) 
total nephrectomies and 19 (33.4 per cent) nephro- 
ureterectomies. The author admits that the method of 
partial nephrectomy has lost favor because of the 
growing effectiveness of the antibiotics; nevertheless, 
he thinks that partial nephrectomy is still a valuable 
adjunct to the treatment of renal tuberculosis and 
appends the following five points which he believes 
should be considered in order to attain the best results 
in the surgical treatment of renal tuberculosis: 

1. The active tubercular lesion should be localized 
to one segment of the kidney and should not have 
spread to adjacent zones. 

2. The vascular system of the renal peduncle should 
be anatomically disposed in such a way that resection 
of the single diseased segment can be carried out. 

3. The tubercular lesions in other regions of the 
body (lungs, bones, joints, lymphatic system, or 
genitals) should have disappeared or become stabil- 
ized. 





4. The antibiotic and chemotherapeutic regimen, 
both before and after the operation, should be pro- 
longed, in order to reduce in so far as possible any 
activity of the tubercular process. 

5. In order to obviate bacillary dissemination dur- 
ing the liberation of the peduncle and during the 
excision of the renal tissue, unnecessary manipulation 
of the segment of the kidney to be removed should be 
avoided. —John W. Brennan, M.D. 


Wilms Tumor: A Report of 45 Cases and an Analysis 
of 1,351 Cases Reported in the World Literature 
from 1940 to 1958. Hans J. Kiapprotn. 7. Urol., 
Balt., 1959, 81: 633. 


Wits Tumor still is one of the most dreadful malig- 
nant conditions in infancy and childhood, because 
neither earlier recognition nor improvement of the 
various methods of treatment has resulted in a sub- 
stantially higher cure rate during the past 20 years. 
The present report evaluating the efficacy of current 
methods of treatment is based on 45 cases observed 
from 1921 to 1959 and on an analysis of 1,351 cases 
from the world literature. 

Pathology. The tumor may arise in any portion of the 
kidney and varies greatly in size. It is usually lobu- 
lated, gray or flesh colored, and is encapsulated in a 
rather dense fibrous capsule. Invasion of the renal 
vein occurs in about 45 per cent of the cases, which 
accounts for the high incidence of pulmonary metas- 
tasis. The other sites of metastases in order of fre- 
quency are the liver, the bones, and the contralateral 
kidney. Rarely does this tumor metastasize to the 
skin, to the brain, to the bladder, or to the sigmoid. 
Local recurrence and metastasis usually occur early 
postoperatively although occasional reports of local 
recurrence as late as 7 or 9 years after the removal of 
the original tumor can be found in the literature. 

In the adult, Wilms tumor is indistinguishable 
clinically and roentgenographically from other malig- 
nant renal neoplasms. One hundred and eight cases 
of Wilms tumor in the adult have been collected from 
the literature. 

Symptoms. The tumor is often discovered on palpa- 
tion while the child is given a bath or after abdominal 
trauma. Fever and abdominal pain are second in fre- 
quency. Hematuria is uncommon. In advanced cases 
constipation, irritability, listlessness, anorexia, vomit- 
ing and nausea, loss of weight, or pallor and cachexia 
occur. Hypertension is a rare concomitant. 

Diagnosis. The diagnosis is usually easy. The tumor 
must be differentiated from large hydronephroses, 
sympathetic neuroblastomas, polycystic renal disease, 
retroperitoneal tumors and cysts, splenomegaly, and 
ovarian tumors. Intravenous or retrograde pyelograms 
usually disclose the nature of the lesion. Needle biopsy 
has been condemned and abandoned for its obvious 
dangers. Exploratory operation without delay is indi- 
cated if an accurate diagnosis cannot otherwise be 
made. 

Treatment. Irradiation of the tumor without surgical 
removal of the kidney has proved to be the least 
effective treatment. The usefulness of preoperative 
radiation is still widely debated. Its proponents have 
argued that it shrinks the tumor and prevents metas- 
tases, but there is no evidence that it does so. Indeed, 
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metastases have occurred during the period of pre- 
operative radiation. Surgical removal of the kidney 
has become much less hazardous and nephrectomy 
has been performed in infants as young as 72 hours 
old. The operative mortality has decreased to less 
than 2 per cent. Depending upon its size the tumor 
may be removed through a lumbar incision with or 
without rib resection, through a midline or transverse 
transperitoneal incision, or through a thoracoabdomi- 
nal incision. The main objective of the operation is the 
ligation of the renal artery and vein with as little 
manipulation of the kidney and neoplastic mass as 
possible. According to Abeshouse’s recent analysis of 
questionnaires sent to 93 surgeons, the transperitoneal 
approach is approved by the majority of surgeons for 
medium-sized and large tumors. The lumbar incision 
is still used if the tumor is small. Postoperative irradia- 
tion is usually begun after a waiting period of 3 to 10 
days postoperatively when normal healing of the in- 
cision has taken place. Some surgeons start radiation 
therapy immediately after surgery. The dangers of 
irradiation must not be ignored. Irradiation nephritis 
can occur. In some cases persistent hypertension, 
retardation of bone growth, or impairment of the 
hematopoietic system and dysfunction of the endo- 
crine organs has occurred. The analysis of 1,351 cases 
shows that the majority of surgeons prefer nephrec- 
tomy and postoperative irradiation. The cure rate for 
this procedure has been 26.2 per cent as compared 
with 27.2 per cent for patients treated by preoperative 
irradiation and nephrectomy. Preoperative and post- 
operative irradiation has a cure rate of 24.1 per cent. 
Nephrectomy alone has not resulted in as good a 
statistical cure rate. Children who have survived the 
first postoperative year have a fair chance of cure. 
Eighty-five per cent of patients who did not survive 
died during the first postoperative year. Those who 
have survived for 2 years without metastases or local 
recurrence have a good prognosis and if they have 
survived for 3 years, they may be considered cured. 
The question of whether or not a more radical op- 
eration could improve the final results remains un- 
answered. —S§. Richard Muellner, M.D. 


Successes and Failures in Conservative Operations on 
the Kidney and the Ureter (Ueber Erfolge and Mis- 
serfolge bei organerhaltenden Eingriffen an Nieren und 
Harnleitern). W. Kress. Zbl. Chir., 1959, 84: 489. 


THE AUTHOR, of the urologic department of a muni- 
cipal hospital in Berlin, Germany, discusses the re- 
sults in a series of 401 operations on the kidney and 
ureter. Of these operations 87 were nephrectomies 
and 314 were conservative operations. Of the con- 
servative operations, 199 were lithotomies, 43 de- 
capsulations and similar interventions, whereas in 72 
cases corrective operations with preservation of the 
kidney were performed. 

This last group of conservative operations is dis- 
cussed and tabulated in detail. There were 22 
nephropexies, 11 resections of a kidney pole, 8 ure- 
terolyses and implantations of the ureter into the 
bladder, and 31 other plastic interventions. 

The vast majority of these operations was fully 
successful; results were unsatisfactory in only 9 cases 
(12.5 per cent). These were for the most part re- 
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implantations of the ureter into the bladder after 
gynecologic operations. In only one of these cases was 
the implantation completely successful. In 4 patients 
nephrectomy, either primary or secondary, was neces- 
sary. The 5 others had only partially successful re- 
sults, and secondary nephrectomy may have to be 
carried out at a later date. 

The principal source of failure in these cases was 
chronic infection of the urinary tract which could not 
be controlled in spite of the use of broad-spectrum 
antibiotics. — Werner M. Solmitz, M.D. 


Ureteral Injuries During Abdominal and Pelvic Sur- 
gery; T Tube Splinting in Ureteroneocystostomy. 
Harotp Lipsuutz. 7. Urol., Balt., 1959, 81: 728. 


THE AUTHOR reviews his experiences in treating 18 
patients with surgical trauma of the ureter. The injury 
was ligation or kinking in 14 cases, severance in 2 cases, 
and bilateral necrosis in 1 case. Because of the more 
frequent use of radical abdominal and pelvic surgery, 
the problem of ureteral injury has become more 
serious. 

Reparative surgery presents difficulties since the 
normal cleavage plane between peritoneum and 
pelvic wall is replaced by indurated scar tissue. The 
walls of the bladder and ureter are often severely 
damaged by the denudation with curtailment of the 
supply of blood and lymph. In the series presented, 
deligation was employed in one case combined with 
abdominal surgery and cystoscopic manipulation. 
Vaginal deligation was used 3 times for bilateral 
ureteral obstruction due to vaginal pelvic surgery. An 
immediate end-to-end anastomosis was carried out in 
1 case. When ureteroneocystostomy was necessary, 
T tube splinting was successfully used in 5 of 6 in- 
stances. The technique of T tube splinting is dis- 
cussed in detail. 

A table is included in the original article which 
lists the type of surgery producing the injury, the type 
of injury, the specialty of the operating surgeon, the 
duration of injury at the time of reparative care, the 
treatment employed, and the end results. Preopera- 
tive and postoperative roentgenograms of several cases 
are shown. 

The author recommends preoperative intravenous 
urographic studies in cases requiring gynecologic or 
abdominal surgery when ureteral injury is possible. 
Preoperative ureteral catheterization can do no harm. 
The sooner reparative surgery can be accomplished 
the greater the likelihood of successful outcome. If 
reparative surgery must be performed through a 
peritoneal approach, the ureter must always be kept 
extraperitonealized and adequate extraperitoneal 
drainage provided. —Allan K. Swersie, M.D. 


BLADDER, URETHRA, AND PENIS 


Renal Function in Congenital Bladder Neck Ob- 
—— JAN WINBERG. Acta chir. scand., 1959, 116: 


To DETERMINE THE RISK of renal damage by the post- 
ponement of urologic investigation and _ surgical 
therapy, the author undertook a study of 5 infants 
with bladder neck obstruction. Diagnosis was based on 
anteroposterior and lateral cystourethrograms plus 
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endoscopic examination. All patients were treated by 
transurethral resection of the bladder neck. 

In all 5 cases reported urinary tract infection was 
present, usually accompanied by vomiting, acidosis, 
and dehydration. In 3 cases the urine was sterilized 
preoperatively. In all but 1 case vesicoureteral reflux 
was present. There was an immediate change follow- 
ing operation and examination revealed a decrease in 
the hydronephrosis in 3 cases, but no improvement in 
the other 2. 

In those patients: in whom there was bilateral 
hydronephrosis, signs of renal damage could be demon- 
strated to occur during the first year of life. By the use 
of a determination of true endogenous creatinine 
clearance, and a study of the acidifying ability of the 
kidney, the author was able to conclude that acute 
infections are the main cause of renal damage. Because 
of this, early diagnosis and surgical intervention is nec- 
essary to prevent irreversible renal parenchymal dam- 
age despite the youthfulness of the patient. 

—Peter L. Scardino, M.D. 


Some Cases of Bladder Hernia (Alcuni casi di ernie 
vescicali). Uco Gieut. Arch. ital. urol., 1959, 32: 3. 


THE AUTHOR reports his experience with 6 cases of 
herniation of the urinary bladder in the inguinal 
region, which were observed over a period of 2.5 
years. Bladder hernias are classified as paraperitoneal, 
extraperitoneal, and intraperitoneal. The paraperi- 
toneal type is by far the most common and was 
present in 5 of the 6 cases here reported. The remain- 
ing one was extraperitoneal. Preoperative diagnosis 
is difficult because the symptoms are usually limited 
to dysuria, and frequency, and prostatic hypertrophy, 
which is not infrequently associated with the hernia, 
may account for them. Occasionally the hernia 
decreases in size after the patient voids and this is 
helpful in diagnosis. Incarceration occurs rather 
frequently. The 6 patients responded well to surgical 
treatment and no recurrence was observed. The 
author reviews most of the classical work of Watson on 
hernias of the urinary bladder. 
—Franco F. Sangalli, M.D. 


GENITAL ORGANS 


Some Observations on the Prophylaxis of Cancer of 
the Prostate (Einige Beobachtungen ueber die 
Prophylaxe des Prostatakrebses). N. Makar. Zschr. 
Urol., 1959, 52: 230. 


CANCER OF THE PROSTATE ranks high on the list of 
lethal cancers in men over the age of 50. It is notori- 
ously an insidious disease and the early diagnosis is 
often difficult. Autopsies in men over 60 years of age, 
dying from various diseases, reveal a fairly high per- 
centage of undetected, asymptomatic prostatic cancer. 

In a series of 83 suprapubic prostatectomies, the 
author paid particular attention to the presence of 
nodules in the prostatic capsule after the enucleation 
of the benign adenoma. In 51 cases the prostatic 
capsule was free from nodules. In 32, however, 
nodules were palpable after enucleation. Excision of 
these nodules disclosed that 9 of them were carcin- 
omatous and 4 were suggestive of prostatic cancer. 
The author considers the possibility that nodules of 


this sort could be the source of future prostatic cancer 
and wonders if excision or fulguration of such nodules 
at the time of the prostatectomy may not reduce the 
eventual development of prostatic cancer. 

Thomson Walker (1926) found that 18 per cent of 
prostatic adenomas contained malignant cells. In 
Young’s series the figure amounted to 21 per cent. 

—S. Richard Muellner, M.D. 


Lymphadenectomy via the Transperitonea! (Anterior 
Abdominal) Approach for Cancer of the Testis. 
Joun S. SrenHuin, Jr., Joun Sip Jones, Cecir M. 
CrIGLER, and Oscar Creecu. Am. 7. Surg., 1959, 97: 
756. 


CANCER OF THE TESTIS usually metastasizes via the 
lymph channels and for this reason the authors favor 
radical node dissection combined with radiation as 
the treatment of choice. They prefer the transperi- 
toneal or anterior abdominal approach. 

Anatomically the primary lymph nodes of the right 
testis differ from those of the left testis. The lymph 
vessels from the right testis drain into the lymph nodes 
lying anterior to and between the aorta and vena 
cava and in the angle of the vena cava and renal 
veins. An additional node is usually found in the ex- 
ternal iliac chain where the ureter crosses the artery. 
The lymphatics of the left testis drain into the lymph 
nodes on the left side of the aorta from the renal vein 
down to the common iliac artery. Secondary nodes 
may be found on the same and opposite sides between 
and behind the aorta and vena cava, as well as below 
and above the level of the renal veins and along the 
outer side of each common iliac artery. 

The technique employed by the authors includes 
the initial passage of a Miller-Abbott tube to facili- 
tate the handling of the small intestine. The incision 
is made in the midline of the abdomen from the 
xiphoid to the symphysis. The renal pedicle is care- 
fully examined, and if diseased nodes are palpated 
above the renal vein, the lymph node dissection is not 
undertaken. Exposure of the retroperitoneal space is 
enhanced by removal of the small bowel and cecum 
from the abdominal cavity. This is accomplished by 
incision of the posterior parietal peritoneum along the 
paracolic gutter. 
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The testicular blood and lymph vessels are excised 
after the retroperitoneal dissection at which time re- 
moval of the lymph nodes in the lateral pocket is ac- 
complished. Excision of the lymphatics of the left 
testis is accomplished by mobilization of the descend- 
ing colon through a posterior parietal peritoneal in- 
cision in the left paracolic gutter. Here again the 
testicular vessels are identified and the vein is ligated 
at the level of the renal vein. The artery is ligated at 
the aorta. The ureteropelvic juncture is exposed by 
dissection of the ureter, the renal vein is clearly de- 
fined, and the fascia and fat are stripped from around 
the convex border and posterior surface of the lower 
two-thirds of the kidney. The pocket formed by the 
testicular vein laterally, the left renal vein above, and 
the aorta medially is thoroughly cleansed of lymphat- 
ic and fatty tissue. 

The final dissection encompasses the central por- 
tion of the retroperitoneal area, namely, the aorta, 
vena cava, and iliac vessels. This dissection is accom- 
plished by retracting the descending colon to the left 
to permit dissection of the lymphatic, fatty, and 
areolar tissue from the groove between the aorta and 
vena cava anteriorly and posteriorly as well as 
laterally. Next, attention is drawn to the common 
and external iliac arteries and the lymphatics along 
these vessels are stripped down to the level of the 
inguinal ligament on the affected side and to just 
beyond the bifurcation of the iliac vessels on the un- 
affected side. An appendectomy is performed and the 
area is irrigated with a 1 per cent solution of chlor- 
pactin. 

Adequate closure consists of replacement of the 
structures in their normal position, and the closure 
of the peritoneum. Before closure a remnant of the 
spermatic cord is removed through a separate short 
inguinal incision. 

It is possible of course that dissemination and im- 
plantation of malignant cells may occur during such 
an extensive and tedious surgical procedure. The 
authors, therefore, recommend that if simple orchiec- 
tomy has been performed previously, roentgen 
therapy with the cobalt 60 unit should be carried out 
prior to the performance of dissection. 

—Peter L. Scardino, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Dupuytren’s Contracture. J. VERNON Luck. 7. Bone 
Surg., 1959, 41-A: 635. 


DuPUYTREN’S CONTRACTURE of the palmar surface of 
the hand and the plantar surface of the foot has three 
distinct stages of development. In the proliferative 
stage, the picture is characterized by the presence of 
nodules measuring from one millimeter to several 
centimeters consisting mostly of fibroblasts and focal 
fibroplasia. These nodules may coalesce, forming 
plaques. In the second stage, flexion contractures in 
the palm and the fingers develop. At this stage fibrous 
cords traverse the palm and the flexion surfaces of the 
fingers. The third is the residual stage in which the 
nodules undergo complete involution and disappear, 
leaving dense adhesions in the involved areas. If 
neglected, irreversible joint changes may occur. 
Nonoperative therapy, such as splints, vitamins, 
roentgen therapy, ultrasonics, and physical therapy, 
usually has no effect on the condition. Successful 
treatment usually consists of subcutaneous fasciotomy 
and excision of the nodules and fibrous bands. A de- 
tailed description of the technique of subcutaneous 
fasciotomy and discussion of the indication for it in the 
various stages of Dupuytren’s contracture are in- 
cluded. —George I. Reiss, M.D. 


Contributions to Treatment of Chronic Osteomyelitis 
(Ein Beitrag zur Behandlung der chronischen Osteo- 
myelitis). M. BERGMANN. Klin. med., Wien., 1959, 14: 
TON. 


THE AUTHOR DISCUSSES various methods that have 
been used in treatment of acute and chronic osteomy- 
elitis. The early treatment of acute infection is started 
with antibiotics. In the second stage, when the blood 
vessels become obliterated and the subperiosteal 
pressure develops, an incision and trephination of 
bone is imperative in order to prevent formation of a 
sequestrum. No resection of the bone should be done 
at this stage. In chronic osteomyelitis, when a seques- 
trum is present, a radical removal of all infected 
tissue should be performed. 

The author discusses pathologic changes that are 
seen in chronic osteomyelitis. Apparently thrombosis 
of the blood vessels in the infected area prevents 
penetration of antibiotics which are given systemically. 
The surrounding bone is also poor in blood supply 
and does not regenerate readily. Several methods of 
treatment of chronic infections are discussed: the 
muscle-periosteum plastic, skin plastic, and bone 
graft. The author prefers muscle-periosteum plastic. 
After the infected tissue is removed, the bone is 
saucerized. A healthy muscle tissue is introduced into 
the cavity and held in place with a few chromic 
sutures. The skin is closed. A rubber drain is left for a 
few days. 

_ This operation should not be performed when acute 
infection is present or if the infected area is in the 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


575 


neighborhood of the joint. Three patients were 
treated this way. All showed satisfactory end results. 
—George B. Wichman, M.D. 


Clinicostatistical Considerations on 132 Cases of 
Osteoarticular. Syphilis (Considerazioni clinico- 
statistiche su 132 casi di sifilide osteo-articolare). 
MADDALENA CANEPA. Arch. chir. ortop. med., 1959, 54: 
41. 


THIS STATISTICAL STUDY reveals that osteoarticular 
syphilis represents 1.5 per cent of all inflammatory 
bone processes. It affects males most frequently; it is 
found in all age groups; and in about 39.4 per cent of 
cases it shows multiple foci. 

The long bones are most often affected (43.1 per 
cent), the flat bones next frequently (31.1 per cent), 
and finally the short bones (22.9 per cent). The 
most frequently involved joint is the knee (58.1 per 
cent), followed by the hip (12.6 per cent), the foot 
(12.6 per cent), and, much less frequently, the elbow, 
shoulder, and wrist. In 25 per cent of the patients 
there is bilateral, symmetrical involvement of the 
joints. The disease is very sensitive to medical treat- 
ment, and during late years the cases have become 
less frequent and less severe. 

— Ruben Brochner, M.D. 


The Use of Skin in Orthopedic Surgery (La peau en 
chirurgie orthopédique). J. Detcuer, J. DEeLcuer, 
Jr., and G. Fatwa. Acta orthop. belg., 1959, 25: 9. 


THE THESIS IS PRESENTED that skin grafts can be used 
by orthopedic surgeons as an interposing material or 
as a means of repairing tendons, aponeuroses, or liga- 
ments. The authors present their experience with 38 
operations which involved the use of skin and discuss 
the results obtained. 

There were 20 arthroplasties of the hip. Pain was 
decreased and function improved after these proce- 
dures. The good results which were obtained could 
not be directly ascribed to the use of skin. Mobility 
was improved in one-half of the cases and diminished 
in the other half. Four arthroplasties of the elbow and 
4 repairs and lengthening of tendons involving skin 
grafts gave perfect results. In addition to these pa- 
tients there was 1 who had an arthroplasty of the 
knee, 2 who had recurrent dislocation of the shoulder, 
2 with inferior radioulnar dislocation, 1 with polio- 
myelitis, 1 with Sprengel’s deformity, 1 with genu val- 
gum, 1 requiring tendon freeing, and 1 with varus toe. 
All of these patients had operative procedures which 
involved the use of skin. 

In 2 of the 38 procedures, foreign body reactions 
were encountered. One of these was due to a previous 
infection. In some instances involving bone fixations, 
a progressive elongation of the new ligament occurred 
which impaired the end result. 

The authors are enthusiastic about the use of skin 
grafts and suggest that preserved skin may also have a 
place in orthopedic surgery. 

—f. C. Rosenberg, M.D. 
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Subcutaneous Rupture of the Achilles Tendon, OrEp 
ARNER and AKE LINDHOLM. Acta chir. scand., 1959, 
Suppl. 239. 

THIS SUPPLEMENT is part of a series of seven articles 

from the Department of Surgery of the Karolinska 

Institute, Stockholm, Sweden, on the etiology, mech- 

anism, symptomatology, diagnosis, and treatment of 

subcutaneous rupture of the Achilles tendon. The 
present article deals chiefly with the clinical experience 
in 92 consecutive cases with a complete follow-up. 

The authors interpreted the rupture of the Achilles 
tendon as a subcutaneous rupture of the tendon com- 
mon to the gastrocnemius and the soleus muscles and 
they differentiated between ruptures chiefly through 
the medial portion of the gastrocnemius belly or of 
the tendon itself and avulsion of the tendinous inser- 
tion of the calcaneus. Ninety-two patients were 
treated for subcutaneous rupture of the Achilles 
tendon between the years 1940 and 1957 at the Karo- 
linska Institute. The average age of the patients was 
38.5 years, the youngest patient being 23 and the 
oldest 72 years of age. The series included 79 men and 
13 women. In 37 patients the right Achilles tendon 
was ruptured and in 55 patients the left tendon. 
Heredity and earlier diseases did not seem to have a 
place in the cause of the rupture, but the patients’ 
occupations seemed to be a factor. Thirty-five of the 
79 men involved in this series were so-called white- 
collar workers. Generally speaking, these patients 
were considered to be more active in sports than the 
average population, but 75 of the 92 patients re- 
ported that at the time of rupture they were not in 
training or in good physical condition. 

Three main types of indirect violence were be- 
lieved to be capable of causing the rupture: pushing 
off with the weight-bearing forefoot while extending 
the knee joint, sudden unexpected dorsiflexion of the 
ankle, and violent dorsiflexion of the plantar-flexed 
foot. j 

On histologic analysis of the ruptured tendons the 
authors found that degenerative changes in the 
Achilles tendon appeared to be a prerequisite for 
subcutaneous rupture. If these degenerative changes 
are limited to a small area of the tendon a given 
episode of violence will produce avulsion fracture as 
the chief lesion. If the degenerative changes are 
widely distributed in the tendon, however, the same 
violence will produce total rupture without fracture. 
The history and clinical features of rupture of the 
Achilles tendon are highly characteristic. 

For partial rupture of the Achilles tendon the 
authors suggest conservative treatment with the foot 
held in plaster immobilization in a pointed position 
up to 6 weeks. The usual treatment for total rupture 
is surgical. Of the 92 patients with total rupture 
6 were treated conservatively and 86 underwent 
operation. Silk was used for suture of the tendon in 43 
patients, twisted stainless wire in 28, plantaris tendon 
in 6, and catgut in 2. No details were available as to 
the material used in the remaining 7 patients. End-to- 
end suture was carried out; the injured foot was 
immobilized postoperatively in plaster in all cases 
and the period of immobilization was 6 weeks. 

The results were rated as excellent when walking 
was normal and when the patient could stand on his 


toes; they were good when walking was slightly 
hampered and ability to stand on the toes and to use 
the power of the calf muscles was only slightly de. 
creased, and the results were rated as poor when 
walking was affected greatly and the patient could 
not stand on his toes. Four of the 86 patients treated 
surgically died prior to the time of follow-up study; 
of the 82 patients 36 had excellent results, 43 had good 
results, and 3 had poor results. Of the patients treated 
conservatively none had excellent results, only 1 had 
a good result, and 5 had poor results. The authors 
concluded that surgical treatment is far superior to 
conservative treatment for rupture of the Achilles 
tendon and that the operation should be performed 
as soon as possible after the injury, preferably within 
the first week. Analysis of the results as compared to 
the time of operation clearly indicated that the results 
were most favorable when operation was carried out 
within the first week after injury. 
—Einer W. Johnson, jr., M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Primary Tendon Repairs, ALEx P. KELty, JR. 7. Bone 
Surg., 1959, 41-A: 581. 


THE AUTHOR’s study of tendon repairs, comprised of 
726 patients with 1,018 severed tendons of the hand, 
was motivated by the desire to determine whether the 
final results of treatment of these injuries by personnel 
particularly interested in these special problems are 
better than those achieved when treatment is carried 
out in a general surgical service. The closed tendon 
injuries included 2 closed flexor tendon injuries, 5 
cases of drummer’s palsy. 6 cases of boutonniére de- 
formity, and a number of mallet-finger injuries. Most 
of these injuries were treated in a routine, recognized 
manner. The mallet-finger injuries were treated with 
internal splinting by Kirschner wires, and the results 
were generally favorable. In the repair of severed ex- 
tensor tendons, the author used No. 4-0 multifilament 
stainless steel wires, and occasionally No. 5-0 mono- 
filament wire, because he believes that the use of silk 
decreases the ultimate satisfactory results. Realizing 
that the function of the extensor aponeurosis of the 
fingers depends largely on its driving mechanism, 
every attempt was made to preserve the normal ana- 
tomic relationship of the components making up the 
extensor aponeurosis. In cases in which a fracture of 
the bone complicated the picture, proper reduction of 
the fracture by closed methods was preferred to open 
reduction and internal fixation. In cases of severance 
of the extensor tendon at the point of insertion into the 
distal phalanges, it was noteworthy that those with 
avulsion fracture had a poorer result than those with- 
out an associated fracture. Mobilization was usually 
accomplished by the use of a Kirschner wire rather 
than by external splints. 

The flexor tendon injuries were treated either under 
regional block or general anesthesia, and again No. 
4-0 multifilament stainless steel sutures were u: 
routinely. In cases of injuries in the carpal tunnel, a 
complete unroofing of the carpal tunnel was carried 
out. The sublimis tendons were excised at every level; 
at the level of the proximal phalanx, the sublimis slips 
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were attached to the proximal edge of the capsule to 
prevent their adherence at the more proximal level. 
The repair otherwise was made in the usual manner. 
At the distal level, either the tendon was repaired or 
the proximal portion of the tendon was fixed to the 
distal phalanx. Delayed surgery was particularly 
prevalent in cases of tendon injury at the level of the 
proximal phalanx. This group included patients who 
sustained massive hand injuries, and the primary pro- 
cedure usually consisted of closing the skin and possi- 
bly repair of the nerves. In most instances, palmaris 
longus was used for the tendon grafts. The grafts were 
usually attached to the distal phalanx and to the 
profundus at the level of the lumbricalis muscle belly 
which was utilized to cover the suture line. Again, 
No. 4-0 multifilament stainless steel sutures were used 
throughout. 

In evaluating and comparing his results with those 
published by Boyes and Pulvertaft, the author con- 
cludes that primary tendon repair can be done in a 
general surgical service, but that secondary repair 
demands the skill of a service particularly trained for 
hand surgery. —George I. Reiss, M.D. 


Treatment of Posttraumatic Laxities of the Knee 
Joint. Anatomic and Physiopathologic Reappraisal 
(Le traitement des laxités ligamentaires post-trauma- 
tiques du genou, rappel anatomique et physio- 
pathologique). J. J. Ramnaut. Rev. chir. orthop., Par., 
1959, 45: 97. 


THE INCREASING NUMBER of traffic accidents and the 
development of sporting activities have resulted in a 
considerable number of accidents. Within the past 
twenty years, a vast amount of literature dealing with 
the treatment of acute distortions of the knee and the 
description of various techniques of reconstruction 
has accumulated. The present article is a synthesis 
of all newly acquired knowledge pertaining to post- 
traumatic laxities of the ligament of the knee. 

Considerable anatomic and physiopathologic evi- 
dence shows that one cannot ascribe an isolated func- 
tion to any one ligament of the knee joint. Indeed, 
any particular effort calls on all ligaments, although 
in variable proportion, according to their respective 
position at the time of the stress. Lateral actions are 
counteracted by lateral ligaments but to some extent 
also by the cruciate ligaments. Anteroposterior slid- 
ing is restrained by the cruciate ligaments; yet, with 
the knee in semi-flexion, the medial ligament is also 
involved; whereas both medial and lateral ligaments 
participate in the counteraction when the knee is in 
full extension. Rotation forces are opposed by both 
medial and lateral ligaments, but one cruciate liga- 
ment at least participates in this opposition. Finally, 
hyperextension is met with the resistance of the an- 
terior cruciate ligament combined with the posterior 
fibrous capsule, the posterior part of the medial liga- 
ment, and the lateral ligament. 

It is obvious that lesions of any one ligament will 
affect all the others which in turn will compensate 
for the defect of this particular one. This brings up 
the concept of the “articular team” created by the 
close interaction of its components: bone, muscle, and 
ligament. The articular team is actually responsible 
for the stability of the knee joint. 
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Conditions of stability may be regarded as perfect 
or relative. It is obvious that in order to realize condi- 
tions of 100 per cent activity, that is, an articulation 
capable of sustaining the stress of “violent” sports 
(especially those involving efforts of torsion and 
flexion), any injured knee must be restored to a strict- 
ly anatomic function. The articular team must be left 
intact, because any single deficit is usually poorly 
tolerated. On the other hand, certain conditions of 
relative stability are perfectly compatible with some- 
what restricted activity. Under conditions of moderate 
work, the deficit of one ligament is compensated by 
the superposition of elementary functions of the others 
as well as by muscular compensation. Isolated defi- 
ciency of a cruciate ligament is quite satisfactorily 
compensated by the synchronism of the adductors 
and the quadriceps muscles, provided there is no 
laterality in the joint. By its external rotating action 
on the tibia, the quadriceps similarly supplements the 
action of the anterior cruciate ligament in its bolting 
action. Under these particular conditions of “‘recuper- 
ation” it is evident that violent sports become prohibi- 
tive, but the knee joint is perfectly apt to discharge 
any common duty. 

Partial deficit of the lateral ligaments is usually well 
tolerated and compensated in the day-by-day func- 
tion, thanks to the action of the anterior cruciate 
ligament (when the leg is in extension) or the action 
of the muscular team (when the leg is in semiflexion). 
Conditions of instability will occur, in terms of a con- 
spicuous laxity, if complete rupture of the medial liga- 
ment persists. Instability exists whenever the deficit 
involves two ligaments at the same time. For example, 
when a lesion of the anterior cruciate ligament is as- 
sociated with a lesion of the medial ligament, con- 
siderable uneasiness develops, due to simultaneous 
destruction of anteroposterior and lateral stabilities. 
Muscular compensation is then unable to make up 
for the combined deficits. Finally, rupture or abnor- 
mal mobility of a semilunar cartilage will be a source 
of additional instability. Under these conditions, 
laxity is sustained “by interposition.” In short, these 
are two different conditions of instability, a concept 
that will have to be borne in mind at the time of 
surgery, together with the age, profession, and physi- 
cal type of the patients. 

The knee joint is a.rather complex articulation and 
this knowledge will be decisive in the choice of therapy 
for recent distortions as well as for their late sequelae. 
Every possible attempt should be made to restore the 
knee to its functional integrity at the time of injury, 
when muscular trophicity is not yet affected and when 
the lesions are within the limits of repair by means of 
existing ligament attachments. Statistics prove that 
early treatment provides better functional results. 
Whenever treatment is delayed, it becomes much more 
difficult to restore the knee to its functional integrity. 
In these late cases, although it is possible to regain 
satisfactory walking conditions by extensive physical 
therapy, a truly “performance”-fitted knee is often 
beyond the reach of late surgical therapy. 

It is, therefore, of utmost importance to obtain a 
complete evaluation of the damage as soon as possible 
after the injury has occurred, in order to proceed with 
early and adequate treatment (whether conservative 











or operative). It is now widely admitted that isolated 
injury of the lateral ligament (whether lateral with 
varus laxity or medial with valgus laxity) responds 
very satisfactorily to conservative treatment. How- 
ever, the damage is usually much more severe. Surgi- 
cal treatment then becomes compulsory and must be 
initiated as soon as possible after complete inventory 
of the lesions. Surgical techniques must be adapted 
to the nature and extent of the injuries and a wide 
technical armamentarium is now available. The im- 
portant fact to bear in mind is that early surgical 
treatment provides undoubtedly the best prophylaxis 
of chronic laxities. —C. A. Muller, M.D. 


Treatment of Chronic Posttraumatic Laxities of the 
Knee Joint (Le traitement des laxités articulaires 
chroniques post-traumatiques du genou). ALBERT 
TrILvat. Rev. chir. orthop., Par., 1959, 45: 143. 


OPERATIVE EXPLORATION of chronic ligament laxities 
usually reveals three types of injuries: (1) simple dis- 
tension of the fibers, resulting in an elongated liga- 
ment; (2) abnormal healing of the ligament fits 
superior attachment is torn off and spontaneously 
reinserts at a lower site, also resulting in elongation); 
and (3) horizontal laceration of the ligament with 
pseudarthrosis, in which abnormal cicatricial tissue 
actually favors progressive laxity. Injuries of the cru- 
ciate ligaments should be placed in a separate group, 
as the lesion usually consists in a total detachment 
that always requires operative treatment. 

In some cases of nonsurgical distortions of the knee, 
lesions progressively deteriorate, chronic ligament 
laxity develops, and surgical treatment becomes in- 
evitable. It is usually believed that a “maintenance 
factor’ might be responsible for these unfavorable 
outcomes, whereby progress toward ligament retrac- 
tion and subsequent healing would be counteracted 
by forces of distension applied to the ligament. Several 
conditions may be regarded as maintenance factors: 
(1) post-traumatic muscular atrophy, (2) concom- 
itant injuries of the semilunar cartilages, especially 
the internal semilunar, and (3) inadequate functional 
conditions of the joint, i.e., dissecting osteochondritis, 
cicatricial osteochondritis, or chronic arthritis. 

From the clinical standpoint, diagnosis of chronic 
ligament laxities is made by accurate history, thor- 
ough physical examination, and complete roent- 
genographic studies. Plastic reconstruction of the knee 
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is founded on a few basic principles: The new liga- 
ment should attempt to reconstitute the injured liga- 
ment in its original anatomic position. Its attachments 
should be placed at the site of the old insertions. 
Its new course should be identical to that of the old 
one, and the disposition of the fibers should compare 
closely to the normal pattern. The surfaces of the 
articulation should be mechanically intact so as to 
allow proper function of the ligaments or new liga- 
ments. 

Favorable physiologic and muscular conditions 
should be available, as it is well known that muscular- 
ly deficient patients are prone to react unfavorably to 
operative treatments. 

Evaluation of late results by a survey of individual 
statistics is extremely difficult because each series is 
too small to permit valuable comparisons. However, 
an over-all survey of comparable figures shows some 
important facts that can be stressed, in view of better 
late results: 

1. Muscular function is of utmost importance. It is 
indispensable to treat muscular atrophy before and 
after operative reconstruction of the ligaments. 

2. Restoration of the ligaments may be achieved 
with either available neighboring tendons or plastic 
material (skin or fascia lata). All things being equal, 
results are grossly equivalent, under the absolute 
condition that the attachments of the new ligament 
be the same as those of the ligament to be recon- 
structed. 

3. Results will be better and quicker with early 
treatment of acute distortions of the knee. In fact, 
early and adequate treatment actually represents the 
best prophylaxis of chronic laxities. 

The only question that might still be debated is the 
timing of the various steps of the treatment. Some 
authors prefer to initiate treatment with physical 
therapy and thereafter proceed with surgery (Merle 
d’Aubigne and Anglo-Saxon authors). Others prefer 
to reconstruct the knee joint first and re-educate the 
articulation next (M. Lange). Comparing late results 
of these different schools of thought shows that no 
outstanding difference really exists that would de- 
pend on the timing of treatment. 

This extremely important article is well illustrated 
with a large number of drawings of surgical tech- 
niques and with anatomic sketches. 

—C. A. Muller, M.D. 


















BLOOD VESSELS 


Surgical Considerations of Occlusive Disease of In- 
nominate, Carotid, Subclavian, and Vertebral 
Arteries. MicHaEL E. De Bakey, E. STANLEY CRAW- 
FORD, DENTON A. CooLey, and Georce C. Morris, 
Jr. Ann. Surg., 1959, 149: 690. 


In A SERIES Of 174 patients with manifestations of ar- 
terial insufficiency of the brain or upper extremities, 
arteriographic studies demonstrated the presence of 
extracranial arterial occlusion in 73 (42 per cent). In 
63 of these an operation was performed and a total of 
115 arterial occlusive lesions was found. Ten of these 
63 patients were found to have inoperable lesions ow- 
ing to extensive complete occlusion of the internal 
carotid and vertebral arteries without distal patent 
segments. In the remaining 53 the occlusive lesions 
were segmental in nature. 

The cause of the occlusive lesions in the great ma- 
jority of these cases is believed to be atherosclerosis. 
The disease assumes two general patterns, a proximal 
form and a distal form. In the former, the occlusion is 
located in either one or more of the great vessels aris- 
ing from the aortic arch. Such an obstruction may be 
either complete or incomplete and may be localized 
to a short segment of the artery near its origin or may 
be more extensive and involve the major portion of 
the course of the vessel in the neck. In the distal form 
of the disease the lesion usually appears near the ori- 
gin of the internal carotid or vertebral arteries and 
also may be complete or incomplete. In contrast with 
the proximal form of the disease, obstruction in this 
distal form is rarely well localized and usually extends 
well into the intracranial portions of the vessels. 

Clinically, proximal involvement manifests itself by 
arterial insufficiency of the brain and upper extremi- 
ties. Pulses may be diminished or absent in the neck 
and/or arm. Blood pressure may be difficult to obtain 
and may vary in the two arms. Systolic murmurs at 
the base of the neck are frequent. Distal arterial oc- 
clusion is indicated predominantly by cerebral mani- 
festations which vary according to the location and 
extent of the obstruction. Physical findings in these 
latter patients are limited to ophthalmologic and 
neurologic disturbances, when present, and certain 
changes in the carotid arteries. Systolic murmurs may 
be heard under the angle of the jaw and, in the pres- 
ence of contralateral occlusion, unilateral carotid 
artery compression may result in syncope. Arterial 
pulsations in the neck, throat, and face are usually 
normal. Persistent neurologic disturbances are present 
in most of these patients. Vertebral artery occlusion 
is manifested by visual, cerebellar, cranial nerve, and 
bilateral motor and sensory disturbances which may 
be transient or persistent. The use of arteriography in 
the diagnosis of these lesions is recommended. 

Two types of operative procedures have been em- 
ployed in the surgical management of these cases: 
(1) endarterectomy and (2) end-to-side bypass graft. 
The former is applicable to discrete lesions well local- 
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ized to short segments of the artery; the latter is used 
for more extensive lesions, and flexible knitted dacron 
tubes are employed for grafts. Lesions of the great 
vessels arising from the aortic arch are preferably 
treated by the bypass principle. The proximal anasto- 
mosis is performed between the end of the suitable 
graft and the side of the ascending artery. The loca- 
tion of the distal anastomosis obviously depends on the 
extent of the lesion and the number of vessels in- 
volved. In instances of multiple involvement the use 
of a bifurcated or trifurcated graft has been success- 
fully employed. 

Occlusions of the internal carotid artery may be 
treated by either of the methods, but whenever pos- 
sible the use of endarterectomy is preferable. Such 
operations are performed under local anesthesia. The 
internal carotid artery is temporarily occluded, and 
the patient is watched for 5 minutes. If no neurologic 
deficits are produced, the operation may then be per- 
formed without employing methods designed to pro- 
tect the cerebrum during the procedure. Methods to 
prevent postoperative narrowing of the vessel by vir- 
tue of suturing the endarterectomy wound are empha- 
sized. A transverse incision in the relatively large com- 
mon carotid artery accomplishes this purpose. If a 
longitudinal incision is necessary, and closure of such 
an incision seems likely to produce obstruction, the 
normal lumen may he maintained by suturing a 
patch of knitted dacron around the edges of the 
arteriotomy. 

In the management of occlusions of the vertebral 
artery, endarterectomy may be used for small incom- 
plete occlusions, the arteriotomy being performed in 
the larger subclavian artery opposite the origin of the 
vertebral vessel. More extensive occlusive lesions can 
be treated by end-to-side bypass grafts in which one 
end of the graft is sutured to the vertebral artery distal 
to the lesion and the other end to the subclavian 
artery. 

During these procedures success depends not only 
on the operation itself but also on anesthesia, control 
of peripheral arterial-blood pressure, and measures to 
protect against cerebral ischemia during temporary 
arrest of cerebral circulation. In the majority of pa- 
tients with moderately severe neurologic deficits, the 
occlusion is located in the internal carotid or vertebral 
arteries. For most of these patients local anesthesia is 
preferable. Drugs which may depress the cerebrum 
should be avoided. If carotid compression before 
operation or during the procedure produces cerebral 
disturbances, one of two methods may be employed 
to provide adequate blood flow to the cerebrum dur- 
ing the period of occlusion. A temporary shunt, using 
a No. 14 Bardex catheter with No. 14 gauge needles 
attached to each end, may be used to bypass the area 
of operation. A second method is the use of a No. 14 
polyethylene tube which is inserted into the vessel 
past both the proximal and distal points of occlusion 
to provide blood flow during performance of an 
endarterectomy. 
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During operation, blood loss must be carefully re- 
placed, and reflexes from the carotid bifurcation 
should be prevented if possible by the local use of 
procaine solution. During the period of arterial oc- 
clusion the peripheral systolic blood pressure may be 
elevated to 200 mm. Hg by using a continuous intra- 
venous drip of dilute neosynephrine solution to in- 
crease the blood flow through collateral channels and 
to prevent a sudden drop in the blood pressure. Oper- 
ation in all of these cases was performed without pro- 
ducing cerebral damage during operation except in 
one instance. 

Endarterectomy was performed for 37 lesions and 
graft bypass was performed for 38. Pulsatile circula- 
tion was restored in 72 of these lesions. Circulation 
was restored in all cases with lesions involving the 
great vessels arising from the aortic arch, in 97 per 
cent of those with operable lesions of the internal 
carotid artery, and in 60 per cent of those with occlu- 
sions of the vertebral artery. In 3 patients severe 
cerebral arterial insufficiency, as indicated by coma 
and paralysis, was present before operation and, al- 
though circulation was restored in one or more of the 
occluded vessels in these patients, death occurred 
from progressive irreversible brain damage. Two pa- 
tients died of myocardial infarction after operation, 
and 1 died of hemorrhage. 

The first operation in this series was performed 5 
years ago, and all patients have been traced since 
discharge from the hospital. Most patients have had 
subsequent arteriograms. In all but 4 patients success 
achieved by the operation has been well maintained. 
Death has occurred in 2 of these patients, one from 
myocardial infarction and the other from acute ar- 
terial insufficiency as a consequence of internal carot- 
id arterial occlusion on the opposite side. Recurrent 
occlusion has occurred in 2 patients. 

—E. Thomas Boles, Jr., M.D. 


Surgical Treatment of Occlusive Disease of the Caro- 
tid Artery. Henry T. BAuNson, FRANK C. SPENCER, 
and Jutian K. QuaTTLeBaum, JR. Ann. Surg., 1959, 
149: 711. 


Disease of the extracranial carotid arterial system can 
produce significant cerebral symptoms, and the intro- 
duction of cerebral angiography has permitted the 
accurate diagnosis of these lesions during life. Symp- 
toms in such patients may include unilateral impair- 
ment of motor or sensory function, syncope, headache, 
speech disorders, and impairment of vision. These 
symptoms may be transient and episodic when the 
obstruction is partial. The occlusive lesions are usually 
found in two areas, the more common site being near 
the bifurcation of the carotid artery. 

In the 22 cases presented, this area was involved in 
20. The cause of obstruction in this location is athero- 


sclerosis. Involvement may be bilateral, but symptoms 
ordinarily are one-sided. Symptoms may be slowly 
progressive or may appear catastrophically with 
abrupt occlusion of the vessel. The diagnosis can be 
considered in the presence of the symptoms noted and 
can be confirmed by angiography. Successful opera- 
tive techniques in the therapy of this type of occlusive 
disease have included excision and replacement with 
a prosthesis or a vein graft, bypass, and endarterec- 
tomy. The problem of minimizing cerebral ischemia 
during the operative procedure may be managed by 
hypothermia, a bypass shunt, or rapid performance 
of the procedure. The latter has been effective during 
the performance of endarterectomy, which ordinarily 
can be completed within 10 minutes. In this group of 
20 cases, 9 of 13 with partial obstruction were im- 
proved. The remaining 7 had complete obstruction, 
and the course of these patients was not altered by the 
procedure. 

The second area of the carotid system commonly 
affected involves the origin of the innominate or left 
common carotid artery from the aorta and the ad- 
jacent portions of these vessels. This site accounted 
for the disease in 2 of the 22 cases. The cause of this 
condition is not established. Both of these patients 
were treated by replacement of the involved innomi- 
nate artery; in 1 a homograft was used and in the other 
a nylon prosthesis. Results in both of these cases 
were excellent. 

The most favorable cases are those in which there 
is a history of transient episodes of neurologic symp- 
toms without continuing neurologic defect. When 
symptoms are continuous and there is a marked 
neurologic defect, there is much less likelihood of 
benefit from an operative procedure. Complete oc- 
clusion of the internal carotid artery rarely permits 
successful surgical treatment. Endarterectomy has 
been the procedure of choice in treating upper carotid 
obstructions, and bypass or direct replacement has 
been the preferred method for treating obstruction 
near the origin of the vessels from the aorta. 

—E. Thomas Boles, Fr., M.D. 


Peripheral Arterial Embolism, J. Mc. Cook, E. 
Ucuet, P. Lianes, P. Brunet, and Others. Angiology, 
1959, 10: 165. 


Tuis stupy of 11 patients who suffered 20 arterial 
emboli provides data which support the concensus 
of most recently published work concerning cause, 
diagnosis, and treatment. With regard to the latter, 
the authors discuss the proper time for arteriography, 
embolectomy, sympathetic block, sympathectomy, 
and use of anticoagulants. Of some interest is their 
report of a successful embolectomy performed 52 
hours after lodgment of the embolus. 
—Leonard D, Rosenman, M.D. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Importance of Endogenous Staphylococcal In- 
fections in Surgical Patients. J. C. Coxispecx, H. 
Rocke Rosertson, W. H. SuTHERLAND, and F, C, 
Hart ey. Med. Serv. 7., Canada, 1959, 15: 326. 


THE CAUsE of staphylococcal infection in clean surgi- 
cal wounds is frequently difficult to determine. The 
authors have carried out a study of wound infection 
in a 65 bed male surgical ward for 3.5 years. During 
this time, all important precautions were instituted. 
Significant signs of infection developed in just under 
2 per cent of the patients. It is significant that for 
several years the source of such infections could not 
be traced. Members of the surgical staff were sub- 
jected to nasal cultures and phage typing without 
any incriminating evidence being found. 

Comparison with nasal carriage in the patients them- 
selves, however, was more rewarding. Patients with neg- 
ative nasal cultures were found to have a 2.05 per cent 
rate of staphylococcal sepsis, with only 0.41 per cent of 
the infections judged clinically significant. Patients 
with positive nasal cultures had a 14.4 per cent rate 
of wound sepsis, and the rate of infections judged 
clinically significant was 6.7 per cent. 

Phage types were identical to the infection in all 
cases. A history of staphylococcal sepsis in the period 
preceeding admission was not obtained with any 
greater frequency in carriers than in noncarriers. 

Thus, the surgical infections observed appeared to 
originate in the endogenous staphylococci colonizing 
the patient. It should not be forgotten that such 
colonization may take place on the surgical ward. 

It must be pointed out that the opinions are based 
on material gathered when no epidemic of infections 
was present and, indeed, every step had been taken to 
eliminate the other known sources of infection. 

The authors’ conclusions should therefore be re- 
garded as identifying another source of contamina- 
tion and infection, rather than identifying the one 
source of contamination and infection. 

—Carl H. Calman, M.D. 


Surgical Treatment of Burns of the Face (Le traite- 
ment chirurgical des faces de brulés). F. Lacrot and 
A. Barpot. Ann. chir. plast., Par., 1959, 4: 21. 


THE AUTHORS pDiscuss burns of the face at the stage 
of granulating wounds or old scars, not as acute in- 
juries. They call particular attention to the problem 
of facial reconstructions in infants, which are much 
more difficult than those in adults or old people. They 
also point out that epileptic patients have particularly 
deep wounds that usually have been burned several 
umes and frequently involve half of the face from 
hairline to neck. 

Wounds of the face are characterized by retraction 
of the skin, traction on adjacent structures, and, 
finally, destruction of many of the facial organs. This 
is particularly true of the eyes, the lips, and the ears. 
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The various areas of the face present specific tech- 
nical problems. 

The authors believe that granulating wounds must 
first be closed by split grafts. After these are healed, 
various liberating procedures can be carried out in an 
effort to free the areas of traction and, if there is 
marked loss of substance, pedicle grafts are necessary. 

With a series of diagrams the authors demonstrate 
their various incisions for the several areas of the face, 
namely, the superior portion, the middle, the inferior 
portion, and half of the face with extension into the 
neck. — J. Gordon Scannell, M.D. 


The Treatment of Serious Burns in Infants and Chil- 
dren (Le traitement des brulures graves chez le bébé 
et le jeune enfant.) D. N. Matruews. Ann. chir. plast., 
Par., 1959, 4: 117. 


Durinc the 12 months preceding the writing of this 
report, 249 severely burned children, aged 1 day to 13 
years were treated in the Hospital for Sick Children, 
London, England. These patients form the material 
for this article. Burns were acquired from open 
flames, hot liquids, and electric currents. 

The patients can be divided into 2 groups with re- 
gard to therapy; those children received immediately 
after the accident, and those sent in from other hos- 
pitals and usually received several days after the acci- 
dent had occurred. 

In children received immediately after the accident 
the control of shock is usually achieved with less 
difficulty than in adults with burns of the same extent. 
The child is placed in an isolated room at 74 degrees 
F., treatment of shock is instituted, luminal or chlor- 
promazine are used to sedate the child, and penicillin 
powder is applied to the burned areas to prevent 
infection. All patients are treated by exposure, except 
those with deep burns of the hands, which are cov- 
ered with pressure dressings to prevent the child from 
putting the hand in the mouth. The use of suspension 
with gallows splints is advocated for the exposure of 
such areas as the back and the buttocks. An alterna- 
tive is a type of bed developed by the author and 
resembling the Stryker frame. In the beginning, the 
child is turned frequently (3 to 6 times per hour) until 
crust formation has occurred. 

As a rule, children received several days after the 
accident have complications such as infections, de- 
hydration, or shock. In the treatment of shock, blood 
and dextran as well as electrolyte solutions are used; 
when acidosis threatens 1/6 molar sodium lactate is 
added. Blood urea nitrogen should be checked, since 
these children tend to develop uremia. Prompt treat- 
ment and proper and adequate fluids, however, pre- 
vent or cure this complication. Infections are treated 
locally with saline solution, exposure, and antibiotics 
given locally and systemically, and full thickness 
sloughs are removed with the electric dermatome. 

Surfaces thus cleaned are covered with grafts with 
the patient under rectal anesthesia (1 gm. of pen- 
tothal/25 kgm. body weight). In case of insufficient 
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autografts, homografts (freeze grafts or grafts ob- 
tained from the mother, brother, or even from fetuses) 
are used. These are applied in the manner of postage 
stamps, and homografts are occasionally alternated 
with autografts. The latter take so quickly in this 
age group that it creates, at times, the impression 
that even the homografts survive indefinitely. After 
the grafting the areas are covered with dressings. 
— Henry Gans, M.D. 


Cancerous Degeneration of Cicatrix or Marjolin’s 
Ulcer (Degeneracion cancerosa de las cicatrices o 
ulcera de Marjolin). ALBERTO BorcEs. Arch. cuban. 
cancer, 1959, 18: 23. 


CICATRICIAL cancers from the ‘anatomicopathologic 
point of view are usually basocellular epitheliomas. 
The clinical picture of Marjolin ulcers is twofold: one 
type is a flat ulcer with an indurated and infiltrated 
base and the other consists of a vegetative, everted, 
and papillary overgrowth. 

Prophylactic management is equally as important 
as definitive therapy. Definitive therapy may consist 
of radiotherapy or surgery, the latter referring to 
radical surgical excision. Surgery is the preferred 
treatment. The adjacent glands should also be in- 
spected thoroughly for malignant involvement. Where 
the defect is too large for primary closure, skin graft- 
ing is employed. — Stephen A. Zieman, M.D. 


ANESTHESIA 


Preanesthetic Medication with Chlorpromazine. V. 
Dyrserc and S. H. JoHANSEN. Acta anaesth. scand., 
1959, 2: 133. 


THE AUTHORS wanted to determine in what way, if 
at all, chlorpromazine hydrochloride when admin- 
istered as a premedicant differed from morphine in 
its action on women undergoing the same type of 
surgery under the same kind of anesthesia. The study 
was based on observations made of 323 unselected 
women on whom total hysterectomy was performed. 
The advantages of using chlorpromazine in pre- 
anesthetic medication are a reduction in the incidence 
of postoperative nausea and vomiting and the absence 
of postoperative muscle pain such as that caused by 
succinylcholine chloride. These advantages are out- 
weighed by the disadvantage of reduced vasomotor 
control. — Mary Karp, M.D. 


Pulmonary Function in Relation to Anesthesia and 
Surgery Evaluated by Analysis of Oxygen-Tension 
of erial Blood. T. Gorpu, H. LinpERHOLM, and 
O. NorRLANDER. Acta anaesth. scand., 1959, 2: 15. 


IN THE PRESENT INVESTIGATION measurements of the 
oxygen tension of arterial blood have been applied to 
study the frequency of the occurrence of arterial 
hypoxemia 24 hours after various forms of anesthesia 
and surgery. Similar measurements during breathing 
of 100 per cent oxygen have been used to differentiate 
between the two alternatives, shunt or low ventilation 
perfusion ratios, as causes of the hypoxemia that had 
previously been demonstrated to be present. 
Forty-nine patients were studied. The results con- 
firm earlier observations that there is a slight arterial 
hypoxemia 24 hours after anesthesia and surgery in 


most patients while they are breathing air. The low 
oxygen tension values obtained while the patients 
were breathing 100 per cent oxygen indicate the pres- 
ence of shunts, probably due to pulmonary atelectasis, 
— Mary Karp, M.D. 


Cardiovascular Effects of Procaine and Lidocaine 
(Xylocaine) During General Anesthesia. James R. 
Kiwmey and Joun E. Streinnaus. Acta anaesth. scand., 
1959, 3: 9. 


INVESTIGATION of the effects of lidocaine hydrochloride 
has suggested that its action on the cardiovascular 
system differs from that of procaine. This study was 
undertaken to determine the effect of standardized 
doses of lidocaine on the blood pressure and on the 
electrocardiogram. Twenty male patients were se- 
lected for this study from a group of patients having 
thiobarbiturate nitrous oxide anesthesia for surgical 
procedures requiring relatively little relaxation. The 
blood pressure was recorded continuously by means 
of a pressure transducer connected to a 20 gauge 
needle in the radial artery. A 2 per cent solution of the 
test drug (procaine or lidocaine) was given in 2.2 
mgm./kgm. doses during a 60 second period. This 
was followed by the same or a smaller dose (1.1 
mgm./kgm.) injected over a 30 second period. The 
latter dose was repeated at 1 to 2 minute intervals 
until the total amount of the drug equalled that of 
the thiobarbiturate. 

It was found that procaine was followed by cardio- 
vascular depression in 50 per cent of the cases, while 
a blood pressure increase was noted following 47 per 
cent of the lidocaine injections. The lack of vasomotor 
depression from lidocaine is advantageous when this 
agent is used to supplement general anesthesia. 

— Mary Karp, M.D. 


Fluothane (Halothane) in Closed Circuit Anesthesia. 
J. Gorpon Rosson, Deirpre M. Giures, WiLuiaM G. 
Cutten, and Harotp R. GrirFitH. Anesthesiology, 
1959, 20: 251. 


FLUOTHANE ANESTHESIA can be considered safe only 
when known concentrations are administered to the 
patient and when fluctuations in inspired concentra- 
tions are avoided. Closed circuit anesthesia with 
fluothane is acceptable only if the vapor concentra- 
tion is not allowed to rise above 2.5 per cent in the 
circuit. This safety factor cannot be assured unless 
the vaporizer is outside the closed circuit. 

A safe closed circuit absorption technique utilizing 
fluothane has been evolved as the result of measure- 
ments obtained by the use of a Liston-Becker infra- 
red analyzer sensitive to fluothane. The analyzer is 
interposed in the closed circuit during clinical anes- 
thesia and gives a continuous reading of fluothane 
concentration under varying conditions. Oxygen at 
a flow rate of 500 ml./minute was passed through an 
accurate fluotec vaporizer (interposed between the 
gas inflow and the circle system) emitting 3 per cent 
fluothane vapor in oxygen. This vapor was added to 
a closed circuit absorption system. The inspired con- 
centration did not exceed 1.5 per cent even if the 
additions were continued for periods up to 7 hours. 
Controlled respiration, in order to assure adequate 
ventilation with good carbon dioxide elimination, 
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was an advantage with this technique. Fifty patients 
were anesthetized in this manner, and the inspired 
concentration was monitored in 25 of these. 


— Mary Frances Poe, M.D. 


Two Thousand Cases of Fluothane Anesthesia. D. J. L. 
MacWart, P. E. O’SHaucnessy, and D. J. Power. 
Canad. M, Ass. F., 1959, 80: 973. 


FLUOTHANE was used as an adjunct with nitrous 
oxide-oxygen anesthesia with a semiclosed or non- 
return system vaporizer so placed that only the new 
gases passed over it. A vaporizer that gave an upper 
limit of 2 to 3 per cent fluothane was suggested as 
safest. Hypotension was not considered to be a major 
factor. Hypertension occurred when demerol hydro- 
chloride was used as an adjunct to nitrous-oxide 
oxygen and succinylcholine but did not occur when 
fluothane was the adjunct. All muscle relaxants were 
used with fluothane without ill effects. 

Fluothane was used in all age groups. It was found 
that when the agent was given in a simple manner 
with due consideration of its properties the disad- 
vantages were minimal or of no consequence. 


— Mary Karp, M.D. 


Changes in Lung-Thorax Compliance During Ortho- 
pedic Surgery. Seamus Lyncu, LEONARD BRanp, and 
ALBERT Levy. Anesthesiology, 1959, 20: 278. 


POSITIONAL REQUIREMENTS for certain procedures 
present special problems that the anesthetist must 
solve in order to provide convenient and safe anes- 
thesia. The prone position necessary for surgery of 
the spine and ribs places the lung-thorax system at a 
serious mechanical disadvantage. This position leads 
to elevation of the diaphragm and fixation of the 
anterior and lateral chest walls. The pressure volume 
relationship of the respiratory system in relaxed, 
anesthetized patients in the supine position was 
measured before and after operation, and in patients 
in the prone position during surgery for spinal fusion. 

Measurements were made on 15 unselected pa- 
tients. A diagram of the method for measuring com- 
pliance during general anesthesia is included. This 
method measured the “elastic” or static pressures 
resulting from volume change, in terms of compli- 
ance of the lung-thorax system, i.e., the volume 
change in liters which corresponds to a 1 cm. water 
pressure variation. 

The measurements of compliance taken in the 
supine position were in agreement with previous 
work. A significant decrease in compliance was noted 
in patients with scoliosis. In the prone position a 
further reduction of 30 per cent in compliance was 
observed in all patients. High airway pressures (range 
20 to 40 mm. Hg) were necessary to maintain normal 
tidal volumes during the periods of reduced pul- 
monary compliance. — Mary Frances Poe, M.D. 


Pneumoencephalography and Air Embolism: Simu- 
lated Anesthetic Death. Jay Jacosy, JoHn R. Jones, 
Joun Z1ecier, Leon CLAAssEN, and JoHN P. Garvin. 
Anesthesiology, 1959, 20: 336. 


From January 1948 To January 1958 general anes- 
thetics have been administered to 1,196 patients for 
pneumoencephalography at the Ohio State University 
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Hospitals, Columbus. Of these, 895 were children 
and 301 were adults. There have been seven major 
complications with six deaths during the procedure. 
Five of the deaths were in children. Herniation of the 
brain stem occurred in 2 and air embolism in 5 of 
the patients. In this series, air embolism was the 
principal cause of death. 

Premonitory signs of impending catastrophe may 
not be present, or they may go unnoticed. In each 
of these instances the physiologic changes resulting 
from air embolism or herniation of the brain stem 
occurred rapidly and were manifested by abrupt em- 
barrassment or cessation of respiration and circulation. 

The interpretation of these signs is usually that an 
anesthetic complication, rather than a surgical one, 
has occurred. This interpretation was not sub- 
stantiated at autopsy in any of the cases. If these 
signs develop during the procedure, two entities 
should immediately be brought to mind: after lumbar 
puncture, before the injection of air, the most likely 
diagnosis is herniation of the brain stem; and after 
the injection of air, the most likely diagnosis is air 
embolism. — Mary Frances Poe, M.D. 


The Electroencephalogram in Hypothermia with 
Circulatory Arrest. W. Curtis Pearcy and RoBEert 
W. Virtue. Anesthesiology, 1959, 20: 341. 


THE PURPOSE OF THIS REPORT is to present the results 
of electroencephalographic monitoring of 108 patients 
undergoing hypothermia by total body cooling and 
cardiac surgery with total circulatory occlusion. 
There was often a negligible change in the tracings. 
In one-half of the patients there was a tendency 
toward slowing of frequency, usually not greater 
than 25 per cent. After occlusion of circulation for 
cardiac surgery there was a short latent period in 
which no electroencephalographic change occurred, 
after which the frequency progressively slowed. A 
superimposed low voltage-fast frequency activity de- 
veloped and persisted after cessation of the slower 
frequencies. The electroencephalogram then became 
isoelectric and, except for artefacts, remained iso- 
electric for the duration of the occlusion. After release 
of the occlusion and resumption of circulation, 
cerebral activity reappeared and progressively re- 
turned to the preocclusion level. Failure of the elec- 
troencephalogram to return to the preocclusion con- 
dition was a serious, but not hopeless, prognostic sign. 
— Mary Frances Poe, M.D. 


Cardiac Arrest During Anesthesia and Sung H.C, 
ENGELL, J. Price, and O. Secuer. Acta anaesth. scand., 
1958, Suppl. 1. 


CarDIAC ARREST is defined as the condition or state 
existing when the contractions of the left ventricle 
are insufficient to open the aortic valves and pump 
the blood out to the peripheral arteries. The precipi- 
tating factor is myocardial anoxia due to hypoxia, 
overdose of anesthetic agent, hemorrhage, hypoten- 
sion, or reflex activity. 

The article is based on 30 cases of cardiac arrest, 
and an attempt is made to correlate the sequence of 
events which led to cardiac arrest, the heart action 
during the episode, and the outcome of resuscitative 
measures. The diagnosis of cardiac arrest must be 
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considered to be a clinical diagnosis. The electro- 
cardiogram during anesthesia and surgery may give 
warning of disaster but does not contraindicate im- 
mediate thoracotomy when pulse and blood pressures 
are absent. Treatment must consist primarily of 
cardiac massage and only later when the circulation 
has been re-established is it important to distinguish 
between fibrillation and asystole and institute specific 
treatment. If cardiac tonus is not regained during 
massage and the venus return does not improve, or if 
the pupils remain dilated for more than 10 minutes, 
resuscitation should be abandoned. 

The results of treatment of cardiac arrest depend 
upon the skill and experience of those treating the 
condition. For this reason it is of vital importance 
that all surgeons and anesthetists be familiar with the 
correct treatment. — Mary Karp, M.D. 


Problems in Anesthesia for Paraplegic Patients. AN- 
GELO G. Rocco and Leroy D. Vanpam. Anesthesiology, 
1959, 20: 348. 


PARAPLEGIC PATIENTS present many problems that 
concern the anesthetist, not only in anesthetic care 
but also because of the perplexing physiologic altera- 
tions that result from transection of the spinal cord. 
These patients are hospitalized for long periods of 
time, during which multiple operations may be per- 
formed for rehabilitation or for the treatment of com- 





plications involving chiefly the urinary tract and the 
sequelae of decubitus ulceration. 

The case material was gathered from the records 
of a large paraplegic service, with the idea of trans- 
mitting this information to the anesthetist who only 
occasionally encounters such patients. During a period 
of 3 years 482 operations were performed on 179 pa- 
tients. The operations were separated into categories, 
and the general problems of anesthesia for each were 
discussed. Many operations performed below the 
level of transection of the cord required no anesthesia, 
but others presented interesting problems relating 
to emotional upset, autonomic nervous system hyper- 
reflexia, muscle spasm, painful states, and altered 
visceral sensation. 

The underlying physiology of these complications 
was illustrated by case reports and discussed with 
appropriate reference to the literature. Disturbance 
of temperature regulation, nutritional inadequacy, 
and chronic infection likewise were mentioned as 
complications. Amyloidosis as a late sequela of infec- 
tion, and excessive bleeding during operation were 
illustrated in case reports. The relation of operative 
position to operative and postoperative complications 
was presented. In addition, the respiratory and circu- 
latory consequences of the injury may give rise to 
problems in pulmonary ventilation and circulatory 
instability. — Mary Frances Poe, M.D. 
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ROENTGENOLOGY 


Roentgen Examination of Cholesteatoma in the Mid- 
dle Ear (Die Roentgenuntersuchung des Mittelohr- 
cholesteatoms). J. WerLLAvER and H. ALEscH. 
Fortsch. Roentgenstrahl., 1959, 90: 599. 


ONE HUNDRED AND THIRTEEN PATIENTS with a clinical 
diagnosis of cholesteatoma were examined and the 
roentgen diagnosis was compared with the operative 
and histologic findings. These were all patients from 
the Otolaryngologic Clinic of the Cantonal Hospital, 
Zurich, Switzerland, and the Pathologic Institute of 
the University of Zurich. 

Of these 113 cases, cholesteatoma was found in 69 
at operation and confirmed histologically in 52. In 24 
patients no operation was carried out. 

Forty of the 55 cases regarded as positive roentgeno- 
graphically were examined histologically. Agreement 
was reached in 80 per cent. Of 31 roentgenographical- 
ly negative cases examined histologically, concordance 
was found in 38 per cent, discordance in 61 per cent. 

Twenty-seven patients thought not to have a 
cholesteatoma, or in whom the diagnosis was doubt- 
ful, were examined roentgenographically. In 15 the 
diagnosis was, however, confirmed at operation, and 
in 14 of these it was also confirmed histologically. 
In 8 of these patients no operation was carried out. 

In 25 of these cases a cholesteatoma was diagnosed 
roentgenographically. Fifteen of these were examined 
histologically and agreement reached in 94 per cent. 

—O. E. Hallberg, M.D. 


Roentgenography of the Salivary Glands (Radiologia 
de las glandulas salivales). Cantos Cogur. Rev. gas- 
troenter. México, 1959, 24: 110. 


THE AUTHOR reviews the literature on sialography 
(roentgenography of the salivary glands) and presents 
his own experience with the method. His technique, a 
very simple one, is as follows: 

With a 10 c.c. syringe equipped with a blunt needle 
to avoid injuring the mouth he introduces into the 
Stensen’s or Wharton’s duct enough opaque ma- 
terial to produce pain or moderate discomfort, which 
indicates filling of the main and secondary ductal sys- 
tem. Before the needle is removed several roentgeno- 
grams are taken in different positions until the charac- 
teristics of the ducts and glands are clearly visualized. 
Sometimes it is necessary to carry out a tomographic 
study of the parotid, submaxillary, or sublingual 
glands. At other times a bilateral study is necessary; in 
these cases the roentgenograms are taken at intervals 
of 48 to 72 hours. The radio-opaque material used by 
the author is 40 per cent lipiodol. Later in the study 
70 per cent endographin proved of great value. 

The complications of this technique are few. Local 
pain or inflammation for 48 hours and the occasional 
creation of a false passage are the main ones. 

Sialography is particularly useful for demonstrating 
changes in the ductal system such as fistulas, cysts, 
Salivary calculi, and foreign bodies. The method is 
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also important in the diagnosis of chronic inflamma- 
tory diseases and to complete special studies in cases 
of syphilis, tuberculosis, or actinomycosis of the sali- 
vary glands. The method is also useful in the diagnosis 
of salivary tumors and although it cannot give the 
final word about the nature of the tumor it may be 
able to provide information on the size, infiltration, 
encapsulation, and the possibility of malignancy. 
— Jaime Barcena, M.D. 


The Radiographic Evaluation of Pulmonary Vascula- 
ture in Children with Congenital Cardiovascular 
Disease. Do tores-CrystaL ARNoIs, FREDERIC N. 
SILVERMAN, and Matcoutm E. Turner. Radiology, 1959, 
72: 689. 


THE AUTHORS conducted a planned statistical study 
to test the ability of roentgenologists to recognize 
changes in pulmonary vasculature. 

A group of roentgenologists representing various 
types of practice were asked to interpret the degree of 
vascularity in a large series of chest films. The films 
were chosen deliberately to represent one-half normal 
patients, one-fourth with decreased vascularity, and 
one-fourth with increased vascularity. The same 
readers reviewed the films several times. 

The findings demonstrated that there was no signif- 
icant variation between either different readers or 
different trials. It was evident that the greatest diffi- 
culty lies in interpretation of decreased vascularity. 
Of the errors made, there were five times as many 
in judging decreased vascularity as in judging in- 
creased vascularity. As part of the plan of study the 
cardiac silhouette was obscured in part of the read- 
ings and viewed in others. This was an attempt to 
assess the influence of the shape of the heart on the 
interpretation of the pulmonary vascularity. 

This well organized and interesting study further 
pointed up the limitations of roentgen interpretation 
based solely upon the shadow on the roentgenogram. 
It further emphasized that an increase in vascularity 
of the lungs is much more readily recognizable then 
a decrease in pulmonary vascularity. 

—Frank R. Hendrickson, M.D. 


Transspinous Angiography of the Inferior Vena Cava. 
RosBeRT SCHOBINGER. Angiology, 1959, 10: 144. 


INTRAOSSEOUS VENOGRAPHY through the spinous 
process of a lumbar vertebra offers a simple and ef- 
fective method of opacifying the inferior vena cava. 

The patient is sedated and local anesthesia is used 
at the site of injection, making the procedure prac- 
tically painless. Seventy-five c.c. of hypaque is in- 
jected into a spinous process through a 16 gauge bone 
marrow aspiration needle within about 5 seconds or 
less. The film is exposed during the injection of the 
last 2 to 5 c.c. with the patient lying on his side. A 
second injection 10 to 15 minutes later makes it pos- 
sible to study the relationship of the vena cava to the 
kidneys, because by this time the first injection has 
produced a pyelogram. 


This is a preliminary report of a satisfactory tech- 
nique for inferior venography. A more detailed dis- 
cussion of pathologic hemodynamics will be reported 
elsewhere. —Lois Cowan Collins, M.D. 


Functional Ascending Phlebography of the Lower 
Extremity by Serial ny Pi ilm Technique. JAMES 
A. DEWEEsE and Stantey M. Rocorr. Am. 7. Roentg., 
1959, 81: 841. 


IN THIS ARTICLE a method for demonstrating the func- 
tion and appearance of the veins of the lower extrem- 
ity, particularly the deep veins, is described. Sixty-two 
extremities were examined by this method. The patient 
was placed supine and semierect on a roentgeno- 
graphic table raised to 60 degrees from the horizontal. 
A rubber tourniquet was placed around the ankle, 
and 40 c.c. of 50 per cent hypaque were injected into 
a dorsal foot vein in 1 minute. At the end of the 
injection an exposure was made on a 14 by 34 inch 
film. The tourniquet was then removed and the 
patient was asked to raise himself on his toes, forcibly, 
ten times. A second roentgenogram was then made, 
35 to 40 seconds after the first. A third film, 14 by 17, 
centered under the pelvis was sometimes taken about 
45 seconds later. 

The anatomic features of the important deep veins 
of the leg and thigh were adequately demonstrated in 
almost all of the 62 extremities. The 62 extremities 
were divided on the basis of the patient’s history and 
physical examination into 13 of normal patients, 10 
of postphlebitis patients, and 39 with varicose veins. 
In the normal extremities the contrast material was 
confined to the anterior tibial, peroneal, and pos- 
terior tibial veins in the lower leg. The veins were 
often double. Several valves were present. Very few 
communicators or collaterals were demonstrated. In 
the thigh the popliteal, superficial femoral, and deep 
femoral veins were usually seen in normal patients. 
These were smooth-walled and of uniform caliber 
except for minimal degrees of dilatation at the site 
of valves. 

In postphlebitic extremities the major veins of the 
lower leg occasionally appeared normal. If abnormal, 
they had irregular walls, were valveless, and some- 
times tortuous. They were not dilated. There were 
numerous valveless and tortuous communicators and 
collaterals. In the thigh the major veins were abnor- 
mal in all postphlebitic patients. Some veins were 
completely recanalized and valveless. An increased 
number of communicators and collaterals were also 
seen in the thigh. 

In extremities with varicose veins the main deep 
venous channels appeared normal in most cases. 
When abnormal, they showed a localized fusiform 
dilatation and were without valves. There was an 
increase in communicators and collaterals. 

In studies of function, the exercise always resulted 
in a cephalad movement of the opaque material, 
most marked in the normal patients. Exercise pro- 
duced little change in the opacification of the calf 
veins in some postphlebitic patients. The emptying 
in others and in patients with varicosities seemed to 
be related to whether the thigh veins were normal 
and to the number of communicators and collaterals, 

—Flora Brown Wurtz, M.D. 
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The Roentgenologic Differential Diagnosis of Ab- 
dominal Trauma. J. H. Wooprurr, Jr., R. E. Orto- 
MAN, J. H. Srmonton, and B. D. AvERBROOK. Radiology, 
1959, 72: 641. 


In A 12 YEAR PERIOD 217 consecutive patients with 
abdominal injuries were seen at The Los Angeles 
County Harbor General Hospital, California. These 
cases were analyzed in an attempt to determine the 
value of roentgen examinations in abdominal injury. 
In 159 patients the films were deemed adequate. 

About 45 per cent of the reviewed cases showed 
some roentgen finding suggestive of the site of trauma. 
Maximum abnormal findings were shown by those 
patients with injury to the bladder, kidney, and 
spleen; these organs were usually involved in the 
nonpenetrating injuries. 

Injuries to the spleen caused a mass in the left up- 
per quadrant most consistently, in 70 to 85 per cent of 
cases, and hydroperitoneum in about 70 per cent. 
Fluid that was demonstrated in the abdominal cavity 
was due to splenic injury in one-half of the cases. 
There were few false positive diagnoses of fluid in the 
peritoneal cavity but many false negative diagnoses. 
Diagnostic accuracy should be improved by using 
both lateral decubitus views and the anteroposterior 
view with the patient recumbent (Frimann-Dah)). 

Four quadrant taps proved a reliable method of 
demonstrating abdominal fluid. Elevation of the dome 
of the left side of the diaphragm was present in 25 
per cent of spleen injuries. Marked elevation of white 
blood cell count was usually due to splenic injury. 

Injury to the liver caused roentgen findings corre- 
sponding to those caused by splenic trauma, but they 
were on the right side. However, positive findings 
were less frequent and specific. 

Urinary tract injuries usually caused gross hema- 
turia. Pyelography showed extravasation, nonvisual- 
ization or decreased visualization of injured kidneys, 
or distortion due to hematoma. Retrograde studies 
sometimes showed evidence of injury when intra- 
venous studies did not. Aortography added little 
information, although it may possibly be useful as a 
guide to treatment of renal vascular injuries. 

Pneumoperitoneum was reliable evidence of per- 
foration of the intestinal tract, even after perforating 
injuries, but was of little negative value, inasmuch as 
only 7 of 27 patients with intestinal perforation 
showed pneumoperitoneum. One additional case, a 
perforation of the second portion of the duodenum, 
showed retroperitoneal emphysema. In only 2 cases 
was pneumoperitoneum caused by perforating wound 
of the abdomen without intestinal perforation. 

—Lois Cowan Collins, M.D. 


Perforation During Barium Enema Examination (Les 
perforations au cours du lavement baryté). MicHEL 
GarsBay. Mém. Acad. chir., Par., 1959, 85: 273. 


Four cases of perforation during barium enema 
examination are reported. 

The first case was that of a 53 year old male who 
was suffering from rather abundant melena. The 
man was an alcoholic who had a lengthy history of 
malaria and esophageal varices suggestive of hepatic 
cirrhosis. He also had extensive hemorrhoids. Ad- 
ministration of the barium enema did not present 
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any difficulty; however, when air was injected after 
the barium the air did not collect in the bowel, and 
almost immediately an extensive subcutaneous 
emphysema was noted on the left side, scrotum, and 
left thigh. There was no leak of the barium and the 
source of the leakage of air was not determined. Anti- 
biotics were administered and there were no after 
effects. 

The second patient was a 79 year old male with 
prolapsus recti, alternating attacks of diarrhea and 
constipation, and loss of weight for the past several 
months. The patient complained of pain from the 
administration of the barium enema through an 
ordinary firm enema tip. A soft-tipped cannula with 
an attached, intrarectally inflatable rubber balloon, 
the cannula of Pouliquen, was substituted. The 
roentgenogram revealed perirectal leakage of the 
barium, delineating the prolapsed rectum. The per- 
foration was located rectoscopically on the posterior 
wall of the prolapse, about 3 cm. from the anocuta- 
neous line. Perirectal leakage of the barium persisted 
without giving rise to symptoms. 

The third case was that of a 64 year old man who 
had a rectal amputation and a perineal anus. Here 
the perforation was located cephalad to the original 
iliac anus on the mesocolic border of the large gut, 
the wall of which was extremely thin. The life of the 
patient was salvaged by means of a new artificial iliac 
anus, and, later, an artificial jejunal anus; however, 
the patient died about a month later of a cerebral 
accident. 

The fourth case was that of a 67 year old woman, 
who complained of a lack of anal control. The first 
cannula of Pouliquen burst during inflation of the 
balloon. A second cannula was substituted and the 
patient complained of violent pains during the ad- 
ministration of the barium. The rectoscope disclosed 
an extensive rupture of the rectal ampulla above the 
anal sphincter, involving the lateral, and portions 
of the posterior and anterior, rectal walls. A retro- 
rectal incision was made and extensive dissociation of 
the presacral and laterorectal connective tissues car- 
ried out. The result was healing with persistence of a 
fistula and the development of an intrarectal stenosis. 
The stenotic area was made passable by dilators after 
a month’s treatment with steroid hormones given 
orally. The roentgenogram made a year later revealed 
persistence of the barium in the subperitoneal tissues. 
The stenosis had not recurred. 

In the discussion subsequent to the presentation of 
the report, Patel and Cormier present a case in which 
there was a rupture of the rectum due to the Pouliquen 
cannula with a fatal outcome, and Gosset reported 2 
more of these accidents caused by the use of the 
Pouliquen cannula in the afferent loop of a left iliac 
artificial anus. Blondin reports a case in which the 
insufflation of air into the rectum resulted in pneumo- 
peritoneum. 

In conclusion Moulonguet, who related Garbay’s 
experiences to the Academy, insists that the medical 
adage primum non nocere should be replaced by the 
formula: examination of the patient must be com- 
plete. This means, of course, that the examiner 
should be certain of the condition of the patient’s 
rectum before referring him to the roentgenologist; 





PHYSICOCHEMICAL METHODS IN SURGERY 587 


after that it is the duty of the roentgenologist to 
watch over possible faults of technique that might 
result in injury to the patient. Of one thing he is 
certain, that is, that the balloon of the Pouliquen 
cannula should be filled with a liquid, rather than 
with a gas. —John W. Brennan, M.D. 


Lipoma of the Colon, Report of 7 Cases. Witttam A. 
ELSON and James V. Rocers, JR. South M. 7., 1959, 
52: 767. 


ALTHOUGH lipoma is the second most frequent benign 
tumor occurring in the colon, it represents a relatively 
rare lesion. The authors have observed 7 cases since 
1949 at the Emory University Hospital, Emory Uni- 
versity, Georgia. The 7 cases are reported individually 
and the pertinent roentgenograms are reproduced to 
illustrate the findings which might help in establishing 
the diagnosis. 

The roentgenographic characteristic which makes a 
lipoma identifiable as such in any location of the body 
is its relative radiolucency due to its fat content. This 
sign, however, is encountered only exceptionally in 
lipoma of the colon, although on air-contrast study 
the tumor may be more radiolucent than one ordi- 
narily would expect in a solid tumor of similar size. On 
barium enema examination, a lipoma may be sus- 
pected when there is a rounded or ovoid radiolucent 
filling defect without evidence of invasion of the bowel 
wall or when there is a dimpling of the bowel wall at 
the site of attachment of the lipoma. ‘These tumors are 
often pedunculated and may show a tendency to slight 
lobulation, but their surface is always smooth in con- 
trast to the verruciform surface of the ordinary ade- 
nomatous polyp. Furthermore, they are usually larger 
than the ordinary polyp and assume an oval or sau- 
sage shape because of their molding pliability when 
they grow within the lumen of the bowel. This softness 
is at times well demonstrated by a change in configu- 
ration during compression spot roentgenography. Ul- 
ceration, though not infrequent clinically, is rarely 
visualized on roentgen study. 

In all of the authors’ 7 cases there were persistent 
symptoms that ultimately led to the roentgenologic 
examination of the colon. Lipoma was suspected in 3 
of the 7 cases but, in retrospect, it is believed that it 
should have been suspected in another 2. Although in 
50 per cent of the cases reported in the literature the 
lesions occurred in the cecum and ascending colon, in 
the authors’ series they were encountered in the distal 
half of the colon. Intussusception in an adult should 
make one think of the possibility of a lipoma of the 
colon. —T. Leucutia, M.D. 


MISCELLANEOUS 


ee with Isolation-Perfusion Techniques in 

the Treatment of Cancer, Oscar CrEECH, JR., E. T. 
KreEmENTzZ, R. F. RYAN, KerrH Reemitsma, and J. N. 
Winsiap. Ann. Surg., 1959, 149: 627. 


Tecunigues for isolating, or largely isolating, the cir- 
culation to the lower extremity, upper extremity, 
lungs, pelvis, and breast are described. The isolation 
permits “local” perfusion of a tumor-bearing area 
with a chemotherapeutic agent. These agents have 
also been used for whole body perfusion. 











The perfusion is accomplished with a pump-oxy- 
genator circuit. The oxygenator is used because it is 
believed that most of the chemotherapeutic agents are 
potentiated by high oxygen tension. 

The drugs used in this study were nitrogen mustard, 
phenylalanine mustard, actinomycin-D, triethylene- 
thiophosphoramide, and 5-fluorouracil. The doses of 
the various agents and the technique of their adminis- 
tration are discussed in detail. 

Seventy-three patients with cancer have been treat- 
ed since June 1957. Thirty-seven of these had car- 
cinomas (9 breast, 7 rectum and colon, 7 lung, 11 
genitourinary tract, and 1 each of the liver, thumb, 
and oropharynx), 18 had malignant melanomas (14 
lower extremity, 3 upper extremity, and 1 trunk), and 
18 had sarcomas (9 lower extremity, 7 upper extrem- 
ity, and 2 disseminated). Of the 73 patients treated, 
13 have died, 22 are well, in 8 the disease is quiescent, 
and in 30 it is recurrent. 

Complications of the technique include edema of 
the extremity, interference with hematopoiesis, gas- 
trointestinal disturbances, and toxici'y resulting from 
massive destruction of neoplastic tissue. 

The authors emphasize that there is a great deal 
still to be done in perfecting this method of treatment. 
Their experience indicates a wide variation in the 
response of tumors to chemotherapeutic agents and 
further study of the biologic and metabolic behavior 
of the neoplasms is needed. The maximum permissible 
doses of the drugs administered in this way have not 
been determined. The need for a specific in vitro sen- 
sitivity test for cancericidal agents is evident. It is 
hoped that it may be possible to bring the right com- 
bination of factors to bear on a tumor so that all the 
cancer cells can be killed without seriously affecting 
the host. —Flora Brown Wurtz, M.D. 


Ionizing Radiations. Roperts Rucu. Mil. Med., 1959, 
124: 401. 


SINCE DIRECT INFORMATION on the effects of ionizing 
radiation on the human gonads or embryo is not 
available, it is assumed that the human being is 
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biologically like other animals and the data from ex- 
perimental work on mice should be interpreted as 
suggestive of ultimate findings in the irradiated hu- 
man being. 

Embryonic or fetal irradiation (in mice) results in 
immediate deficiencies, particularly in the central 
nervous system, and later deficiencies among the 
survivors. Irradiation in later stages of fetal life, when 
germ cells have been developed in the fetus, may af- 
fect the entire hereditary line. Many of the anomalies 
that have been attributed to irradiation in the human 
are listed, and also listed are conditions that are in- 
herited as recessive mutations. Small decrements after 
low level irradiation are difficult or impossible to 
recognize, but may be carried, if the individual has 
offspring, throughout all subsequent generations. 
Therefore, restraint should be exercised in radiating 
the gonads of any patient, male or female, who may in 
the future have offspring. Specifically, it has been 
recommended that irradiation of the pelvis of the 
female be limited to a period within 9 days after the 
onset of menstruation in order to avoid irradiating an 
unrecognized early pregnancy. 

Justification for such discussion lies not in the fact 
that there are more than 5,000 practicing radiologists 
in the country, fully informed and qualified to use 
roentgen rays in a way that has undoubtedly saved 
and prolonged the lives of hundreds of thousands of 
individuals during the last two decades, but that 
there are also 125,000 or more nonradiologists who 
have it in their power to irradiate ovaries, testes, or 
embryos. 

Along with considerable detail concerning the re- 
sults of irradiating mice at various stages of embryonic 
development, an extensive bibliography on radiation 
effects is given. 

Particular stress is laid upon the error of proclaim- 
ing individuals “normal” on the basis of physical ex- 
amination when there has been previous radiation of 
the individual during the embryonic or fetal stage, 
or to the gonads of his forebears. 

—Lois Cowan Collins, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Maintenance of a Sustained Thrombolytic State 
in Man. AntHony P. FLETCHER, NoRMA ALKJAERSIG, 
Sor SHERRY, Fotios E. Smyrniotis, and Sipney JICK. 
7. Clin. Invest., 1959, 38: 1096, 1111. 


THE AUTHORS report on their study of induction of the 
thrombolytic state in man and the effects of main- 
taining it and on their clinical observations of patients 
with myocardial infarctions and other thromboembo- 
lic disorders. The experiment is well conceived, and 
answers some of the questions concerning this type of 
therapy. 

The thrombolytic state was induced by the use of a 
streptokinase activator in high concentrations over 
varying periods of time up to 30 hours. A method of 
calculating dosage is presented. The thrombolytic 
effect was of the magnitude of 100 to 500 micrograms 
of fibrin lysed per milliliter per hour. 

Streptokinase acts on plasminogen to form plasmin 
(the lytic agent). Antiplasmin is also present, usually 
in greater amounts than the plasmin. The plasmino- 
gen of the plasma may be deposited in thrombi or 
fibrinous deposits and when subsequently activated 
may effect lysis. 

Hemorrhagic phenomena were frequently noted, 
associated with a rise in antithrombin activity. Steroid 
therapy decreased the fibrinolytic activity, but also 
diminished the degree of antithrombin activity. 

Autopsy findings failed to show any cause for death 
other than that related to the primary disease. 

Streptokinase is an antigen and elicits rapid im- 
munization. This may prevent the use of the sub- 
stance at times. It was found that antibody levels 
start to decline in 2 or 3 months, and that it would be 
safe to treat most patients again in 6 months. 

The authors conclude that the thrombolytic state 
can be induced and tolerated in man. 

The companion article deals with the use of throm- 
bolytic agents in the treatment of myocardial infarcts 
and other thromboembolic states. A number of case 
histories are presented. 

It was found that the induced fibrinolytic state did 
not aggravate the condition of infarcted myocardial 
tissue. There was a suggestion that in vivo thrombol- 
ysis had been accomplished. It would appear that 
there was definite benefit from the treatment over 
that which would occur by chance alone. Timing of 
the treatment is most important and it should be 
started soon after infarction. It is conceivable that 
late treatment might cause migration of a mural 
thrombus. In the 50 patients treated there was a low 
incidence of complications. —R. L. Lawton, M.D. 


Surgery in a Patient with an Acquired Circulating 
Anticoagulant. H. Evuis, D. A. Hanpuey, and K. B 


Tay or, Lancet, Lond., 1959, 1: 1167. 


THe AUTHORS present a detailed case report of a 71 
year old male who required emergency surgery for 
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subacute bowel obstruction due to regional ileitis, 
in whom a severe hemorrhagic state developed due 
to a circulating anticoagulant. 

This 71 year old male apparently was in good 
health until this episode, with no history of a bleeding 
tendency. Signs of small bowel obstruction developed 
and the patient was hospitalized. While in the hospi- 
tal he fell and a very large hematoma developed over 
his left shoulder. Investigation of his clotting mecha- 
nism was then undertaken. This showed a normal 
bleeding time, fibrinogen level, platelet count, and 
prothrombin time. Clotting time was over 30 minutes 
and the thromboplastin-generation test was grossly 
abnormal, suggesting that a circulating anticoagulant 
was present. The prothrombin-consumption index 
was 160 per cent and the effective level of antihemo- 
philic globulin (A.H.G.) was 0 per cent. In vitro tests 
showed that 50 per cent of A.H.G. added to his blood 
disappeared after an hour’s incubation at 37 degrees 
suggesting the presence of an A.H.G. inhibitor. 

The aforementioned studies suggested that fresh 
plasma or fresh whole blood would not restore the 
patient’s clotting mechanism to normal, so animal 
antihemophilic globulin concentrates were given 
prior to operation. A.H.G. was given in an amount 
equivalent to 9 liters of fresh plasma. This caused the 
A.H.G. level to rise to 60 per cent and the clotting 
time was reduced to 7.5 minutes. He continued to 
have melena and surgery was performed. Resection of 
2 feet of terminal ileum for regional ileitis was carried 
out. After operation the clotting time was 19 minutes, 
prothrombin consumption index 146 per cent, and 
A.H.G. level 7 per cent. Uaily transfusions of bovine 
A.H.G. were given for 11 days, and A.H.G. levels of 
20 to 36 per cent were achieved in 8 days. Four pints 
of whole blood were also given during this time. 

A large hematoma of the wound developed on the 
sixth day. The postoperative course was stormy with 
reactions to the bovine A.H.G. which could not be 
controlled with antihistamines or hydrocortisone, so 
this was discontinued and blood and plasma transfu- 
sion given. Five weeks after operation and 7 days after 
starting prednisolone, his clotting time decreased to 6 
minutes, prothrombin consumption index was 14 per 
cent, and assay of A.H.G. was 100 per cent. 

This case was considered to be unusual in that the 
circulating anticoagulant (antihemophilic globulin 
inhibitor) disappeared spontaneously and completely 
6 weeks after operation in a patient with no previous 
history of bleeding tendency. Only 3 other similar 
cases have been reported. 


— John F. Hudock, M.D. 


Pathogenesis of the Hippocratic Finger; Anoxemia, 
Its Primary Cause (Pathogénie de Vhippocratisme 
digital, ’anoxémie sa cause premiére). PreRRE-PAuL 
Lévy, JEAN Loycue, and Errenne Lévy. Presse méd., 
1959, 67: 937. 


THE BASIC CAUsE of the hippocratic finger (clubbed 
finger), according to the authors, is local tissue anox- 





emia secondary to systemic hypoxia. The concept is 
applicable both to those conditions in which pulmo- 
nary and extrapuimonary infection or tumor is present 
and to those circulatory abnormalities characterized 
by clubbed fingers. 

In toxic and infectious states the red blood cell loses 
part of its ability to take up oxygen despite adequate 
ventilation, while in patients with circulatory defects 
the blood suffers from inadequate oxygen saturation. 
Among cases of extrathoracic disease associated with 
hippocratic fingers the authors have observed 9 pa- 
tients with severe intestinal disorders, such as ulcer- 
ative colitis and neoplasms of the colon. The red 
blood cells in all these instances showed impaired 
ability to take up oxygen, and this abnormality was 
coupled with the appearance of clubbed fingers. After 
resection of the offending portion of the colon, the 
red blood cells regained their normal power to bind 
oxygen, and the clubbing disappeared. This ability 
is judged by the saturation of oxyhemoglobin after 3 
minutes of inhaling oxygen, by the parallel diminu- 
tion of the number of circulating red blood cells, by 
the fall in hematocrit, and by the density of venous 
blood. Weakness or absence of these changes indi- 
cates poor ability of the red blood cells to take up oxy- 
gen. The authors conclude that hypoxia always pre- 
cedes clubbing and must be relieved before clubbing 
can disappear. — John H. Wulsin, M.D. 


Studies on Burns. On the Possibility of Prolonged 
Use of an Indwelling Cardiac Catheter in the Pul- 
monary Artery for Studies of Circulation and for 
Intravenous Infusion. GuNNAR BirKE, STEN-OtTo 
LivjEDAHL, and Hakan LINDERHOLM. Acta chir. scand., 
1959, 116: 362. 


PATIENTS WITH EXTENSIVE BURNS are, during the acute 
phase of their injury, wholly dependent upon the 
intravenous replacement of fluid. Since many of them 
have no easily accessible veins, and since fluid ad- 
ministration is a continuing problem, insertion of a 
cardiac catheter for this purpose may be useful. 

In the 8 cases reported fluid therapy was initiated 
immediately after admission of the patient. A No. 7 
or 8 catheter was introduced into a cubital vein under 
roentgen control, and placed with its tip in the main 
stem of the pulmonary artery or in the first part of the 
right main branch. In addition a polyethylene cath- 
eter was introduced percutaneously into the brachial 
artery and tied in place. Every 3 hours 2 c.c. of 0.25 
per cent heparin were instilled into each of the cath- 
eters, but no other anticoagulants were given. 

For fluid therapy alone it may be sufficient to place 
the tip of the catheter in the superior vena cava, or in 
the right auricle. Placing the catheter in the pul- 
monary artery enables measurements that are of 
value in the assessment of circulation. 

In 5 patients autopsy was performed after catheters 
had been in place from 1.5 to 11 days. No lesions in 
the endocardium, the myocardium, the tricuspid or 
the pulmonary valve were seen grossly. In 2 cases 
some thickening of the intima was noted. Microscopic 
examination showed disintegration of the vascular 
intima with splitting of elastic fibrils and a few leu- 
cocytes. There was some thrombotic deposit on the 
injured vessel wall. 
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In 3 cases mural thrombi were found in the pe- 
ripheral brachial vein at autopsy. 

In surviving patients, in whom catheters remained 
for 2 or 3 days only, no complications were detected. 
It is apparently possible to leave a cardiac catheter in 
place for a considerable length of time without undue 
risk. Experience with femoral catheters would cer- 
tainly indicate the advisability of limiting such a 
procedure to cases of necessity where there is little to 
be lost and much to be gained by the procedure. It 
may be preferable to select the cephalic vein high in 
the arm rather than the cubital vein. The frequent 
instillation of heparin is emphasized. 

—Carl Calman, M.D. 


Studies on Burns. Clinical and Pathophysiologic 
Aspects on Circulation and Respiration. GuNNAR 
BirkE, Sten-Otto LitjepauL, and HAKan Linper- 
HOLM. Acta chir. scand., 1959, 116: 370. 


CENTRAL PHYSIOLOGIC CIRCULATORY DATA in burn 
shock may be obtained by the measurements recorded 
through indwelling cardiac and arterial catheters. 

Initial shock in burns results in a reduced blood 
volume combined with a lowered blood pressure in the 
right auricle, reduced cardiac output, a usually nor- 
mal blood pressure, and increased peripheral re- 
sistance. At the same time there is increased oxygen 
consumption with high arteriovenous oxygen differ- 
ences. The reduced blood volume and deficient filling 
of the left ventricle are probably of fundamental im- 
portance to the initial hemodynamic disturbance. 
After transfusion, both the cardiac output and the 
peripheral vascular resistance return toward normal. 

During the first 48 hours, patients often present the 
picture of hypovolemic shock in spite of colloid ther- 
apy. Stroke volume and cardiac output are small. In- 
creased excretion of noradrenaline and corticosteroid: 
may be demonstrated during this period. 

The general line of treatment followed in 8 severely 
burned individuals was to administer large amounts of 
blood or blood substitute and electrolytes. After this 
period fluids, particularly colloids, were somewhat 
restricted. 

From the third to sixth day slightly high blood 
volumes are found. In spite of this most patients seem 
to have an insufficient central blood volume. During 
this period more active blood and colloid therapy than 
is usually given may be indicated. 

Pressure in the pulmonary artery is usually closely 
related to the filling pressure of the left ventricle, and 
as insufficiency of the left side of the heart is important 
in the development of circulatory failure, the use of a 
catheter in the pulmonary artery gives a possibility of 
detecting such conditions better than pressure meas- 
urements in the right atrium. 

Pulmonary complications appeared in all 8 pa- 
tients. The cause of pulmonary edema is seldom an 
overloading of the circulation. Other causes such as 
infections, anoxia, humoral factors, cardiac insuffi- 
ciency of the left side of the heart, and defective col- 
loid osmosis play a more important role in the causa- 
tion of pulmonary edema in severe burns. 

Measures aimed at increasing the cardiac output 
are suggested. In pulmonary complications with re- 
duced oxygen saturation in the arterial blood, admin- 
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istration of oxygen is indicated. The pulse rate is an 
important indicator of latent shock and circulatory 
failure. This observation is of some importance be- 
cause the arterial pressure may remain normal. 

So-called latent shock may be present in conjunc- 
tion with normal blood pressure. Without such refin- 
ed measurements as cardiac output and _ stroke 
volume available, pulse rate may indicate the 
existence of circulatory insufficiency. 

—Carl Calman, M.D. 


Poisonous Snake Bites, Report of a Case. THomas Mc- 
Creary and Harotp WurzeLt. 7. Am. M. Ass., 1959, 
170: 268. 


Or 2,500 sPECIEs OF SNAKES in the world less than 200 
are poisonous to man; in the United States 35 species 
and subspecies of poisonous snakes are known. It has 
been estimated that the incidence of snake bite in this 
country may be as high as 3,000 per year, but the 
death rate from snake bite is low, perhaps 10 or 20 per 
year. Since poisonous serpents are found in all of the 
states except Maine ana Alaska, the authors believe 
that it is incumbent on every physician, regardless of 
his location, to be prepared for the snake bite emer- 
gency. 

The authors report a case of a 39 year old man who 
was bitten on the back of the hand by a 4 foot-long 
diamondback rattlesnake (Crotalus adamanteus). Im- 
mediate treatment consisted of the application of a 
tourniquet to the mid forearm, and incision over the 
bite. The patient sucked his wound while he was 
transferred to the hospital, where he arrived some 30 
minutes after the accident. On his arrival at the hos- 
pital his hand and forearm were intensely swollen 
with patchy areas of ecchymosis. The tourniquet was 
moved higher on the arm, and the wounds were 
opened wider. Additional incisions were made on the 
forearm at the edge of the swelling, and 5 ampules of 
antivenin were injected into the hand and at various 
levels up the arm. The patient shortly began to mani- 
fest evidence of systemic reaction. He perspired freely, 
complained of perioral numbness, and coarse muscle 
twitches began on the chin and neck and gradually 
spread to involve virtually all muscle groups. Cyano- 
sis of the lips and tongue was noted and the patient 
began to vomit repeatedly. The patient was treated 
with sedation, venoclysis, calcium, antibiotics, and the 
administration of whole blood. Coagulation studies 
made 3 hours after admission indicated afibrinogene- 
mia. Fibrinolysins were not found. Because there was 
no evidence of bleeding except at the sites of the 
wound, administration of fibrinogen was withheld, 
and within 24 hours his clotting functions were almost 
normal. The patient received another 5 ampules of 
antivenin during his first 24 hours of treatment, and 
his generalized symptoms began to abate. The mus- 
cular twitching ceased 48 hours after admission. How- 
ever, generalized lymphadenopathy became ap- 
parent, and an urticarial rash developed that became 
confluent and involved almost the entire body. Gas- 
trointestinal hemorrhage was manifested by a 4+ 
guaiac reaction of the stools. On the seventh day after 
admission the gastrointestinal series showed changes 
suggestive of postbulbar ulcer. On the evening of this 
day he vomited some coffee-ground material, and his 
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abdomen became distended. By the tenth day his 
stools were negative for occult blood, and the wounds 
of his hand were healing rapidly. On the thirteenth 
hospital day the gastrointestinal series was interpreted 
as normal. He was discharged 2 weeks after admission. 

The authors conclude the snake bite is always a 
medical emergency and that every victim should be 
hospitalized. Blood typing and cross matching should 
be done as soon as possible, because toxins from the 
snake bite may later render this impossible. Frequent 
blood cell counts and: urinalysis are required for the 
early detection of hemorrhage and hemolysis. The 
possibility of visceral or cerebral hemorrhage must be 
kept in mind. Afibrinogenemia, if attended by mas- 
sive bleeding, may require infusions of fibrinogen to 
control the hemorrhage. Parenteral feeding may fre- 
quently be required because of the patient’s being 
unable to tolerate oral alimentation. Transfusions 
and vasopressor agents are indicated when hypo- 
tension or shock intervenes. Calcium gluconate may 
be given to counteract unpleasant muscular twitching. 
Antibiotics probably should be used routinely as 
should tetanus and gas gangrene antitoxins. Antihista- 
minics are useful in counteracting the effects of the 
histamine that is released by some venoms. Generally 
the patient is thought to be out of danger if he sur- 
vives the first 48 hours. Relapses occur rarely and may 
be due to infection or gangrene. Amputation may 
occasionally be required if tissue necrosis is extreme. 

— Wayne F. Cameron, M.D. 


Some Present Concepts of Carcinogenesis. CoRNELIUS 
P. Ruoaps, WALTER F. O’DoNNELL, JAMES J. NICKSON, 
CuesTEerR M. Soutuam, and Witter F. Wuitmore, JR. 
N. York State F. M., 1959, 59: 2154. 


AT A RECENT syMPosiuM the philosophy and history of 
carcinogenesis, including the role of inhalants, viruses, 
radiation, and urinary metabolites as carcinogens, 
were reviewed, but no specific conclusions reached. 
All the panelists were in agreement that much more 
clinical as well as experimental investigation must be 
carried out before exact answers can be obtained. 
—John 7. Hudock, M.D. 


Cancer Cells in the Blood. H. C. ENcELL. Ann. Surg., 
1959, 149: 457. 


THE AUTHOR studied blood samples for tumor cells 
in 125 patients with carcinoma. Blood samples were 
drawn from veins in the tumor area before any opera- 
tive manipulation, after dissection of the primary 
tumor, and at this same time from an antecubital 
vein. These samples were studied for the number of 
tumor cells utilizing Engell’s technique. The patients 
were traced for 5 to 9 years. 

The author correlated the finding of tumor cells 
with the Broders’ histologic classification of the tumor 
specimen. He noted an increase in the percentage of 
positive cases with decreasing differentiation (Table 
I). As can be seen in Table I, tumor cells were found 
in 76 per cent of grade III tumors and in all of grade 
IV tumors, suggesting that tumor cells are dissemi- 
nated from grade III-IV carcinomas. 

Of 125 patients, 55 (44 per cent) were alive after 5 
to 9 years. Of these 55 patients, 28 (51 per cent) also 
had cancer cells in their blood at the time of opera- 


TABLE I.—CORRELATION OF TUMOR CELL FIND- 
INGS WITH BRODERS’ CLASSIFICATION OF 


TUMOR SPECIMEN 
Cases Alive Alive 


with after with 
No. of tumor 5-9 tumor 
cases cells years cells 
_  ) 1 0 1 — 
ee | 50 17(34%) 29 8 
Broders III........ 63 48(76%) 24 19 
Broders IV........ 11 11(100%) 1 1 
ER 125 76(61%) 55 28(51%) 


The figures in parentheses indicate the percentage of the total ma- 
terial with tumor cells and of the surviving patients with tumor cells 
in the blood, respectively. 


tion, which the author states confirms his previously 
made assumption that a certain number of patients 
with cancer cells in the blood would survive 5 years. 
To further support this finding he reports 3 cases of 
patients with cancer cells in the blood stream at the 
time of operation who survived 6.5 years (cancer of 
colon), 8 years (cancer of stomach), and 9 years 
(cancer of breast) after operation, indicating that no 
prognostic conclusions can be drawn from the pres- 
ence of tumor cells in the blood stream. 

Studying the largest group, which was composed of 
107 rectal and colonic carcinomas using the Dukes’ 
classification, he noted that in group A specimens 
41 per cent had tumor cells in the blood stream, while 
in group C, 70 per cent had tumor cells in the blood 
stream. 

The author concludes as a result of this study that: 

1. Venous spread of tumor cells during surgical 
resection of a tumor depends primarily on the his- 
tologic differentiation of the tumor and to lesser degree 
on local extension. 

2. Surgical trauma plays a minor role in the venous 
spread of cancer cells from colonic and rectal carci- 
nomas; however, surgical trauma is an important 
factor in the fatal spread of tumor cell emboli in cer- 
tain vascularized tumors in which central veins, such 
as renal or pulmonary veins, are involved. 

3. In the majority of patients who survived 5 to 9 
years, tumor cells disseminated before and during 
operation must have perished in the blood stream. 

4. Ligation of vessels prior to manipulation may in 
an occasional case prevent fatal tumor cell metastases, 
but the author does not believe that such measures 
will statistically influence the over-all survival of 
patients with intestinal tumors. 

— John 7. Hudock, M.D. 


Moles and Melanomas. GreorcE T. Pack. NV. York State 
J. M., 1959, 59: 2602. 


TRUE NEVI, the most common of all tumors, occur on 
the average individual and are less often seen on the 
feet and genitals than on other areas. Melanomas, 
however, are quite common in these two regions, im- 
plying that certain moles have a definite malignant 
tendency. The junctional nevus, three times as 
frequent on the feet as on other skin areas, is the 
proved offender and should be excised whenever en- 
countered. Brown or black moles in blondes and red- 
heads with pale, soft, and poorly tanning skins should 
always be treated by simple surgical excision for, in 
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these persons, melanomas are very deadly. Similarly, 
dangerous-looking moles in infants and children 
should be removed prior to the hormonal stimulation 
of puberty which may lead to malignant transforma- 
tion. All excised pigmented moles should be examined 
microscopically for it may be impossible to judge 
early malignant changes clinically. Prepubertal 
melanomas and true melanomas may appear identical 
under the microscope but the former almost invaria- 
bly run a benign course. Obviously, then, early exci- 
sion of deeply pigmented nevi in childhood is essen- 
tial. Moles in pregnant women undergo malignant 
changes far more often than in nonpregnant females, 
and suspicious nevi in these individuals should be 
sought and excised early. 

Treatment of melanomas should consist of very 
wide excision of skin, fat and fascia (usually necessitat- 
ing skin grafting), and this should include en bloc 
regional lymphatic dissection if the primary lesion is 
adjacent to such a node-bearing area. When proved 
metastatic nodes occur from a distant primary lesion, 
such as one on the hands or feet, leaving the inter- 
vening lymphatic channels is dangerous and brings 
up the need for the more frequent use of amputation 
plus node dissection. This operation, in the past per- 
formed only in advanced stages of the disease, should 
be applied to earlier situations in the hope of im- 
proving the cure rate. With the application of newer 
therapeutic principles at the Memorial Cancer Cen- 
ter in New York City, the over-all 5 year definitive 
cure rate for malignant melanoma has risen from 21.4 
per cent (1917-1945) to 37.9 per cent (1945-1951). 

— William R. Nelson, M.D. 


Dermator:yositis and Malignancy; A Review of the 
Literature. RaLpH C. Wiuiams, JR. Ann. Int. M., 
1959, 50: 1174. 


OF THE 590 cases of dermatomyositis in the literature, 
92 were associated with a malignant condition. 
Among the 92 case reports there was an equal dis- 
tribution as to sex, and a maximum incidence be- 
tween the ages of 40 and 70 years. The most frequent 
sites involved by malignant lesions were the stomach, 
breast, lung, and ovary. Lymphoma and leukemia 
were common. Less frequent areas of involvement 
were the gallbladder, colon and rectum, kidney, 
uterus, and the larynx. There was a_ noticeable 
absence of carcinoma of the prostate and carcinoma 
of the pancreas. 

The clinical picture is characterized by the acute 
onset of a rash in the exposed parts of the body, and 
muscular symptoms of pain, weakness, or loss of sub- 
stance. The skin lesions varied from edema and mild 
erythema to florid, blue-red, mottled, purpuric erup- 
tions with desquamation and intense pruritus. Of 
those cases in which details were available, derma- 
tomyositis preceded the recognition of the associated 
tumor in the majority of cases. In the cases reviewed, 
amelioration of symptoms of the dermatomyositis was 
most often noted after treatment for carcinoma of the 
ovaries and breast (surgical, roentgen, or hormonal). 
The absence of a notable incidence of skin or local 
soft tissue metastatic disease detracts from the hypoth- 
esis that the skin and muscle changes in derma- 
tomyositis are a natural defense reaction to blood- 
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borne carcinoma cells or cell products. An endo- 
crinopathy may connect this disease with its associ- 
ated malignancy. Improvement in associated derma- 
tomyositis has followed treatment of a chromophobe 
adenoma of the pituitary. The clinician is urged to 
search for an occult tumor in a middle-aged patient 
with an acute onset of dermatomyositis predominantly 
involving the skin of the face, hands, arms, and neck. 
—Stuart L. Scheiner, M.D. 


Metastasizing Sweat Gland Carcinoma. YorkKE G. 
Jacozsson, THomas D. Rees, Roatp GRANT, and 
VERNON H. Fitcuertt. Arch. Surg., 1959, 78: 574. 


A CASE OF primary sweat gland carcinoma with metas- 
tasis to a node in the subdigastric triangle is reported 
along with a review of the literature on this subject 
comprising 32 previously reported cases. The case 
presented illustrates the diagnostic difficulties of this 
lesion. The patient had a history of almost continuous 
exposure to the sun for about 30 years as a sailor and 
a farmer, and had been treated for epidermoid car- 
cinomas of both forearms and a basal-cell carcinoma 
of the left naris previously. Excision of a lesion of the 
cheek believed clinically to be a sebaceous cyst re- 
vealed a cellular carcinoma. The carcinoma was 
interpreted initially to be metastatic to the skin, the 
primary site being the kidney or a lung. Following 
aspiration of similar malignant cells from a palpable 
node that appeared in the subdigastric triangle 5 
months later, review of the original slides established 
the diagnosis. A radical neck dissection on the right 
side performed several weeks later failed to reveal 
other positive nodes. 

Although the tumor in this case presented as a color- 
less discrete skin nodule, most of these tumors reported 
by other investigators have been red or purple in 
color, project above the skin surface, and frequently 
take the form of multiple nodules. When the sweat 
gland carcinoma is located in the axilla or breast, the 
differentiation from primary or metastatic breast 
cancer is difficult. Sweat gland carcinoma can be con- 
fused microscopically with epidermoid carcinoma, 
amelanotic melanoma, papillary cystadenocarcinoma 
of the ovary, lymphoma, hemangioma, and occasion- 
ally keloids. Any solid, isolated dermal tumor should be 
suspect, especially with an atypical microscopic 
picture. 

The therapy indicated for this tumor is wide local 
excision. Since all of the reported cases of metastatic 
sweat gland carcinoma metastasized to regional 
lymphatics, a strong argument can be made for an 
accompanying en bloc regional node dissection. From 
the review of the small number of previously reported 
cases, the prognosis seems to be poor. 

— Stuart L. Scheiner, M.D. 


Diagnosis of Tumors of Hands and Feet. Rosert J. 
Boouer. NV. York State 7. M., 1959, 59: 2415. 


THE AUTHOR discusses the tumors of the hands and 
feet observed at the Mixed Tumor Service of the 
Memorial Center for Cancer and Allied Diseases, New 
York City, during a recent 13 year period. Of 526 
benign tumors, 350 were on the hands and 176 were 
on the feet. Of 331 malignant tumors, 180 were on 
the hands and 151 on the feet. 
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Squamous and epidermoid cancers comprised the 
largest group of malignant tumors of the hands and 
feet. In this series, they were most commonly found 
in males (4 to 1) and were almost always located on 
the dorsum of the fingers and hands. Of 150 cases 
studied, 136 (91.3 per cent) occurred on the hands 
and 14 (8.7 per cent) on the feet. No cases of squamous 
carcinoma of the hand were observed in Negroes in 
this series. Of the cancers of the hand 18.7 per cent 
metastasized to axillary lymph nodes, and 28 per cent 
of those — on the feet showed groin node 
metastases. Melanoma was found to be the most 
common malignant tumor of the feet. Previous 
studies from Memorial Center have shown that more 
than 75 per cent of nevi on the feet show junctional 
changes and the author believes this a compelling 
reason for excision of all nevi of the feet. Thirty-one 
per cent of hand nevi showed junctional changes. 

Malignant synovioma was found to be the second 
most frequent malignant tumor of the hand. This 
lesion is described as an asymptomatic, firm, hard 
tumor occurring along a tendon sheath with roent- 
genographic manifestation of a soft tissue mass. 

In the author’s experience, malignant tumors of 
the hands and feet have a more frequent occurrence 
than is generally suspected and he believes that if the 
prevailing attitude of benignity of the neoplastic 
processes in hands and feet is stressed, this will pre- 
dispose to delay in treatment with no greater increase 
in salvage of patients. Therefore, he advocates early 
adequate treatment at a stage when cure is possible. 

— John F. Hudock, M.D. 


Postmortem Observations on Clinical Tumor Diagno- 
sis. H. Terr and A. Korvuntemt. Ann. med. int. fenn., 
1959, 48: 296. 


THE AUTHORS reviewed 5,246 autopsies performed at 
the Central Hospital of the University of Helsinki, 
Finland, from 1948 to 1957. A careful statistical study 
of 768 malignant tumors was made. The purpose of 
the study was to correlate the clinical diagnosis with 
the autopsy diagnosis, paying special attention to the 
tumors that presented clinical diagnostic problems. 

This study, well illustrated by graphs and charts, 
disclosed the following: 

1. The clinical diagnosis was verified in 465 cases 
(60.5 per cent) and the tentative diagnosis was cor- 
rect in 92 cases (11 per cent); thus, the correct diag- 
nosis was made in 557 cases or 72.4 per cent. 

2. Malignant disease was diagnosed but the primary 
site was incorrect in 53 cases (6.9 per cent). Metastatic 
disease was diagnosed but the primary lesion re- 
mained unknown in 11 cases (1.4 per cent). 

3. One hundred sixteen tumors (15.1 per cent) 
that had eluded any clinical diagnosis were found at 
autopsy. The majority of these (42 cases) were in the 
digestive organs; 23 involved the nervous system and 
18 the respiratory system. 

4. The average degree of accuracy (72.4 per cent) 
was exceeded in tumors of the blood and bone mar- 
row (94 per cent), breast (93 per cent), male genital 
organs (90 per cent), female genital organs (79 per 
cent), and respiratory system (79 per cent). There 
were 102 lung tumors of which 75 (74 per cent) were 
properly diagnosed. 
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5. Most important of the groups remaining below 
the average degree of accuracy were tumors of the 
digestive system. In this study there were 221 tumors 
of the digestive organs of which 55 per cent were 
correctly diagnosed. Cancer of the pancreas proved 
most difficult to diagnose clinically. Of 45 tumors 
only 8 were diagnosed accurately and in 5 the tenta- 
tive diagnosis was correct, giving an over-all degree of 
accuracy of 29 per cent. Only 2 patients were treated 
surgically. The site of the tumor was misjudged in 13 
cases and a definite wrong diagnosis was made in 9 
cases. The study included a few tumors of the intestine 
and liver in which the degree of accuracy was below 
50 per cent. The total number of cases of cancer of 
the stomach was 94, of which 61 (65 per cent) were 
accurately diagnosed. 

Throughout the discussion of the statistical data, 
comparison is made with similar studies by Willis in 
Melbourne (1936-1944) and Wallgren in Helsinki 
(1934-1939), and in general results in all these studies 
were quite similar. —John 7. Hudock, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Tetanus in California; Epidemiology and a Review 
of 232 Cases. PHitip K. Conpir. California M., 1959, 
90: 318. 


Tuis Is a review of 232 cases of tetanus collected be- 
tween 1953 and 1958. Most of the data is presented in 
tabular form. 

The majority of the patients were from urban 
areas. Most of the cases were adults and males pre- 
dominated. The death rate, however, was greater in 
females, 53 per cent versus 44 per cent for males. 

Tetanus can occur at any age. The spread in this 
series was from 17 days to 81 years. The greatest inci- 
dence was noted in the age group of under 10 years. 

The highest recovery rate was reported in the 
younger age groups, specifically in the 10 to 19 year 
group. There was a 79 per cent survival in this age 
span, and only 23 per cent recovery in the 70 to 79 
year group. 

The majority of cases (78 per cent) were associated 
with minor trauma, and 68 per cent of the deaths 
were in this group. One-third of the cases were 
associated with minor puncture wounds. 

Ninety per ce.it of the patients had either been in- 
adequately immunized, or not immunized at al!. The 
authors stress the inaccuracy of records and memories 
concerning various injections. It is most difficult to 
tell whether or not adequate prophylactic injections 
have been given. Apparently tetanus developed in 19 
patients who had received “‘toxoid” within the previ- 
ous 5 years. The protective influence of toxoid im- 
munization is once again stressed. 

Twelve per cent were given antitoxin at the time of 
injury. The dosage was 1,500 units. With a mortality of 
55 per cent in this group, this quantity of antiserum 
seems inadequate. 


It is of interest that the majority of patients (65 per 
cent) presented themselves to the physician with signs 
of clinical tetanus, the delay being due to the in- 
significant initial injury in most cases. 

Tetanus organisms are universal. Everyone is ex- 
posed almost daily to these bacteria and almost all 
persons are potential victims of tetanus. In a disease 
with such a high mortality for which immunity can 
be conferred so easily, it seems shameful that adequate 
immunization programs cannot be set up. 

—R. L. Lawton, M.D. 


DUCTLESS GLANDS 


Homotransplantation of Thyroid and Parathyroid 
Glands by Vascular Anastomoses. HERBERT Con- 
way, WiiuiamM F. Nicket, and James W. Smiru. 
Plastic & Reconstr. Surg., 1959, 23: 469. 


ALTHOUGH successful autografting of parathyroid tis- 
sue has been done for at least 50 years, homografting 
has produced less encouraging results. The prepara- 
tion of the transplant and the technique of implanta- 
tion may modify the homograft rejection phenomenon 
based upon individual immunity within a genetic 
species. Attempts have been made to reduce the in- 
compatibility between host and graft by the in vitro 
conditioning of the homograft. This has consisted of 
the gradual addition of increasing amounts of blood 
serum of the designated recipient and has met with 
varied degrees of success. Other factors that may 
affect homograft implantation are the age of the 
tissue transplant and the site and size of the graft. 
Younger tissue has a greater growth potential. Small 
fragments offer a greater probability of survival, 
especially if they are implanted in a relatively avascu- 
lar area with no confining fascia. 

The authors report a case of homotransplantation 
of the entire thyroid gland and its accompanying 
parathyroids by vascular anastomosis in the groin. 
The jugular veins were sutured to the proximal and 
distal segments of the long saphenous vein, and the 
common carotids to the lateral circumflex femoral 
artery and the superficial inferior epigastric vein. The 
donor was a premature infant, and the recipient a 43 
year old woman who required daily thyroid and 
calcium supplementation. The transplant functioned 
for 5 months. After this, homotransplantation of small 
bits of parathyroid tissue adapted to the recipient’s 
serum was attempted without success. Despite the 
fact that transplantation by vascular anastomosis 
does not change the antigenic response of the reticulo- 
endothelial system, and that conditioned free para- 
thyroid grafts are a more realistic approach in this 
respect, only a small number of free parathyroid 
grafts have been homografted @iccessfully even for 
short periods of time. In contrast, when thyroid and 
parathyroid glands were transplanted by vascular 
anastomosis, 4 of 8 cases were reported as successful 
for periods of 6 months to 6 years. 

—Stuart L. Scheiner, M.D. 
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